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THE RELATION OF GALL STONES TO JAUNDICE * 


ANGUS McLEAN, M. D. 


Detroit, V.ichigan 


During the last decade our views of 
Gall Stones and their relation to Jaundice 
have changed so materially, that whatever 
we then believed concerning their etiology 
in jaundice, we know today to be abso- 
lutely untenable. - At that time the com- 
mon opinion prevailed that all gall stones 
caused jaundice and, vice versa, that almost 
all cases of jaundice were caused by gall 
stonés. When we realize the large per- 
centage of people in whom gall stones have 
been demonstrated either on the operating 
table or in the postmortem room, in whom 
icterus has never been present, we can 
readily appreciate the fallacy of the state- 
ment. Gall stones in themselves therefore 
do not cause jaundice or even other symp- 
toms, but it is their location in certain parts 
of the biliary tract where they obstruct 
the flow of bile into the duodenum, that 
gives rise to this symptom, icterus. 
Here they cause retention of bile in the 
larger ducts and bile capillaries of the 
liver itself, where it is absorbed and taken 
up by the general circulation and the pig- 
ment deposited in the ‘skin. 


As will be seen from the accompanying 
illustrations, stones to cause jaundice must 


*Read before the Lapeer County Medical Society. 





lodge either in the hepatic duct or the com- 
mon duct, while stones in the gall bladder 
itself or in the cystic duct will never cause 
this symptom. 

In these latter situations (see figures 
t and 2) they may remain dormant, caus- 
ing absolutely no symptoms, or they may 
be the cause of the most excruciating colic, 
chills, fever and depression. So long as 
they remain in the gall bladder, their 
natural habitat, as one writer has expressed 
it, they will cause no symptoms. If, 
however, they enter the cystic duct, they 
by their presence in an unnatural place 
cause violent contractions and spasms of 
the muscles of the duct. If they are ex- 
pelled backward into the gall bladder, these 
violent pains cease suddenly; if they 
remain in the cystic duct, the duct will 
gradually become paralvzed, violent con- 
tractions cease and their presence can 
then only be diagnosticated by the con- 
stant aching pain and tenderness that 
remain and by the effect they will have 
on the gall bladder itself. 

The gall bladder, besides being a reser- 
voir for the bile has a secretory function. 
This secretion normally consists principally 
of mucus. Stones permanently lodged in 
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the cystic duct prevent the escape of this 
secretion. 

The gall bladder consequently becomes 
enlarged and sometimes enormously so, 
even as far down as the umbilicus, to 
accommodate itself to the ever increasing 
contents. Finally the pressure from this re- 
tained secretion causes atrophy of the mu- 
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purulent and the condition known as 
empyema of the gall bladder will result. 
So we see how stones in the gall bladder 
may, by becoming lodged in the cystic 
duct, cause a disease with a symptom 
complex, varying from a simple biliary 
colic to the most virulent and even fatal 
empyema of the gall bladder, and yet 

















Fig. No. 1. 


Shows stones in the gall bladder. 


attempts to expell them: 


Symptoms produced when the latter 


Sudden pain, very severe _ 
Vomiting, attack ceasing quickly. 


NO JAUNDICE 


No Fever 


Marked Depression. 


cous glands and the gall bladder is, as it 
were, destroyed by its own secretions and 
converted into a mere cyst called a ‘“‘Hy- 
drops.” Atany time during the formation of 
this cystic condition, the contents may 
become infected and, there being abso- 
lutely no avenue of escape, no place for 
drainage, the cystic fluid will become 


nowhere in the picture do we find jaundice. 

We now come to the location of gall 
stones that are accompanied by jaundice as 
regularly as conditions of the cystic duct 
and gall bladder just described are note- 
worthy \by the absence of this symptom. 
These locations are the hepatic and com- 
mon ducts. (See figures 3 and 4). 
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Since stones are usually formed in the 
gall bladder they must first pass through 
the cystic duct before they can lodge in 
either hepatic or common ducts. This 
explains the clinical fact we so often en- 
counter, that gall stone colic often pre- 
cedes for weeks and months the advent of 
jaundice; for jaundice will not occur until 


JAUNDICE—McLEAN 


275 





duct, yet where a stone in the cystic duct 
causes a severe .inflammatory reaction, 
which extends to the hepatic and common 
ducts, jaundice will appear; but in this 
case it is not caused directly by the stone 
itself, but indirectly by the inflammation 
it induces by extension to the common and 
hepatic ducts. Here the swelling of the 
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Fig. No. 2. 
Gall stones in Cystic duct. Symptoms present during attack of biliary colic: 


Pain irregular. 


Nausea, attack subsiding slowly, tenderness remaining. 


NO JAUNDICE 


High fever, rapid pulse 
Tumor may be outlined 


the stones reach either the hepatic or com- 
mon ducts. In the hepatic duct they 
rarely occur because the flow of bile being 
toward the duodenum naturally forces the 
stone in that direction, which is the com- 
mon duct. 


We have said that jaundice will not 
occur before the stone reaches the common 





mucous membrane causes the obstruc- 
tion to the flow of the bile into the duo- 
denum and this is the direct cause of the 
jaundice. 

The position of the stones in the common 
duct, i. e., either high up or low down at 
or near the ampulla of vator (figure 4) 
will cause a great variation in the pathol- 
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ogy and symptomatology of the disease. 
A stone low down not only produces 
jaundice but also obstructs the flow of 
the pancreatic juice. At this latter point 
its presence is therefore far more serious 
than higher up in the duct, for here two 
very important secretions are prevented 
from entering the alimentary canal. These 
secretions, namely bile and pancreatic juice, 


JAUNDICE—McLEAN 


\ 


Jour. M.S.M.S. 


having been diagnosed in the common 
duct its presence above or below this point. 
can usually be determined, first by the 
severity of the case, second by the stools; 
these will not only lack the coloring matter 


of bile but will be large and soft, containing 


a great amount of fat and undigested 
muscle fibre; and third, by the character 


of the juandice, which instead of being a 
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Fig. No. 3. 


Diagram shows stone in Hepatic duct. 


Symptoms accompanying a 


calculus in that portion of biliary tract: 


Soreness high in_mid-line 


Nausea 


Fever, increased pulse 
MARKED JAUNDICE 


No pancreatitis 


are forced to remain dammed back in their 
respective organs, thus causing acute 
obstructive changes and upon being re- 
absorbed ‘into the circulation a general 
toxic effect on the whole organism. The 
exact point at which this double obstruc- 
tion will occur will depend entirely upon 
point of entrance of the pancreatic ducts 
into the common bile duct. A_ stone 


lemon yellow is when the pancreatic juice 
is retained, more of a copper or bronze 
color. 

Such are the conditions under which gall 
stones cause symptoms and jaundice. 
Other conditions such as catarrhal chole- 
cystitis, an enlarged pancreas, benign and 
malignant tumors, local peritonitis, ad- 
hesions and plastic exudates such as occur 
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about chronic pertorations, ulcers of the 
duodenum and stomach; all may by 
pressure on the common duct in some way 
cause jaundice, but all are usually indepen- 
dent of gall stones and are therefore merely 
mentioned. They have no connection 
with the relation of gall stones to jaundice. 

The treatment of gall stones may be 
said to be entirely surgical. 
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thus again allow the stone to become 
dormant for a varying period of time. 
Later, another attempt to expell the stone 
will take place. By chance it may after 
long inflammatory and _ ulcerative pro- 
cesses burrow its way through the walls of 
the duodenum or colon and thus find exit 
from the body. 

To wait for such an outcome is in the 














Diagram shows stones located in Common duct. 


Symptoms usually 


present with obstruction at that point: 


Pain, slight attacks 
Nausea, attacks TO ‘aid 
AUNDICE USUALL 


ever 


Enlarged pancreas 


Contracted 


all bladder 


Loss of weight 


That medical treatment can ever hope 
to dissolve a biliary calculus is today an 
accepted impossibility. Stones will not 
dissolve even if put in media usually given 


for that purpose. Medical treatment will 
however reliéve the congestion and in- 
flammation caused by their presence and 


light of our present day surgical skill and 
knowledge anything but rational. 

The removal of gall stones from the gall 
bladder or ducts with subsequent drainage 
is a comparatively safe operation, and in 
the great majority of cases is followed by 
excellent results. 57 Fort St. W. 














CHRONIC TOXAEMIAS ARISING FROM THE INTESTINAL TRACT * 


BURTON R. CORBUS, M. D. 
Grand Rapids, Michigan 


lt is with a profound appreciation of the 
importance of the subject that I present 
to you this paper on the Chronic Toxzemias 
arising from the Intestinal Tract. To the 
solving of the great problem of perverted 
metabolism we must look for the preven- 
tion of the major portion of the diseases to 
which man has ever been heir. Even those 
diseases demonstrably due to the infective 
bacteria, must in no small measure give 
way to a heightened bodily resistance. 
It is reasonable to expect that in the solv- 
ing of these problems must come an entire 
reorganization of our disease nomenclature. 
Disease entities will in many instances be 
recognized as merely symptoms. Pro- 
phylaxis will take precedence of Cures, 
and how to live long in the land of our 
fathers will be solved. 

Our conception of the processes involved 
in this great problem of metabolism is far 
from clear, and I fully appreciate the 
danger that lies in the unthinking utiliza- 
tion of a popular nomenclature—a nomen- 
clature made popular by the liberal publi- 
city given to the Metchnikoff theory, 
which seems to have struck a popular chord 
in the public mind. Too often has this 
preconceived idea on the part of the patient 
tempted the physician to find in the term 
autointoxication, as in neurasthenia, a 
magnificent diagnostic dumping ground 
for his obscure cases. 

The role that autointoxication plays in 
the production of systemic disturbances 


*Read before the Grand Rapids Academy of Medicine, 
March 23, 1910, and Ottawa Co. Medical Society, May 10. 
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is not, however, to be minimized. The 
clinical evidence is overwhelming, and 
though the actual determinable accepted 
laboratory proofs thereof may not in every 
instance be forthcoming, it is surely not 
to be wondered at when one considers the 
involved chemical processes incident to 
metabolism. I shall have accomplished 
my purpose if I can bring from the con- 
fusion with which the subject is involved 
some few points more or less provable 
upon which we can lean until later investi- 
gators shall bring order out of chaos; 
until some Stanley or Peary of medicine 
shall map and chart this mysterious 
wilderness. 

Let it be clear that in the term autoin- 
toxication is involved the production of 
poisons not only in the intestinal tract, 
through an altered chemism of digestion, 
or through abnormal putrefaction of 
proteids and fermentation of carbohy- 
drates, but also embraces those poisons 
formed in the interior of cells, incident to 
a normal metabolism. 

We must further recognize that there is 
such a toxzmia only when there is either, 

First, an over production of poisons. 

Second, an impaired excretion, 


Third, and most important, when the 
detoxifying power possessed by various 
organs, chiefly the liver, is insufficient. 

That more than one factor, usually all 
three are commonly involved, is exceed- 
ingly probable. 
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Albu classifies autointoxication under 
four groups: 

First. Autointoxication caused by loss 
of function of an organ—as Addison’s 
Disease. 

Second. Autointoxication due to general 
abnormalities of metabolism—as gout. 

Third. Autointoxication from retention 
of physiological and pathological products 
of the organism, e. g., toxic phenomena 
after burns of skin. 

Fourth. Autointoxication caused by over 
production of physiological and patho- 
logical products of the organism, e. g., 
acetonuria. 

Thomas Oliver in Bouchard’s Autointoxi- 
cation in Disease, says: ‘‘However numer- 
ous may be the causes of autointoxication, 
there is not the least doubt that it is from 
the gastro-intestinal tract that these 
poisons are principally absorbed.” 

In this connection it is interesting to 
note that students of comparative anatomy 
have called our attention to the fact that 
longevity in animals is in inverse propor- 
tion to the length of their colon. Carried 
further, this being a part of, or an appli- 
cation of, the Metchnikoff theory that the 
span of life in man is determined by the 
toxicity of his colon content. It is to this 
toxic intestinal content that I  particu- 
larly call your attention; the most impor- 
tant and the most frequent source of the 
general toxeemias. 

THE ACCUMULATION OF THE TOXIC ELEMENT 

First. In the course of even a normal 
digestion there are formed substances 
incompletely oxidized, intermediate pro- 
ducts in the degradation of carbohydrates, 
fats and proteids that are extremely toxic 
in character. With an abnormal digestion 
these products are enormously increased. 

Second. In addition to these products 


of purely chemical change we have the far 
more important products of bacterial in- 
vasion. 


(I exclude specific bacterial in- 
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fection as in typhoid, and have special 
reference to the products of proteid putre- 
faction.) 

Herter, in ‘Bacterial Infection of the 
Digestive Tract,’’ classifies these in three 


groups: 
First. The indolic type of intestinal 
putrefaction. Those of this group are 


due to the colon bacilli group acting in 
conjunction with digestive secretions or 
putrefactive bacteria in the breaking up 
of native proteids. This type is often 
associated with obstruction of the bile 
ducts, and pancreatic disease, and is 
especially frequent in marantic children. 

Second. The Saccharo-butyric type of 
chronic intestinal putrefaction in which the 
infective organisms are of the anerobic type. 
This occurs in cases of gastro-intestinal 
irritation following the use of an excess of 
carbohydrate foods. 


Third. A combined type. This, the 
most frequent type, isassociated with high 
grade indicanuria. Nervous symptoms 
and later severe anemias are apt to be a 
striking feature. 


THE CHARACTER OF THE TOXINS 


I shall not attempt to discuss at all in 
detail the various substances virulently 
poisonous which are found in the intestinal 
tract, and I wish to say here that it is not 
necessary that there shall be a specific 
substance which shall produce specific toxic 
symptoms by direct action on the organ- 
ism. Indeed, it is quite probable that 
their action is to be explained through 
their effect upon the metabolism of other 
organs, by interference with the internal 
secretion of that organ,or by their in- 
fluence on nerve centers. 


I desire to call your attention, first, to 
the products of proteid putrefaction, these 
being by far the most important, and 
of these products of special interest to us 
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are the purins, since in their intermediate 
metabolism, substances of great virulency 
are formed. Of these substances, uric acid 
and xanthin, hypoxanthin, guanin, caffeine 
and theobromine are types; these are 
sometimes spoken of as the alloxuric bases. 

In regard to the specific action of these 
substances it should be mentioned that 
Crotton and Gaucher, and others, have 
produced in animals degenerative changes 
in the excreting cells of the parenchyma 
of the kidney, by repeated injections of 
xanthin and hypoxanthin. 

These purin bodies occur, in part, as 
a result of cell destruction and nuclein 
disintegration; but in larger amounts, and 
of far more importance pathologically, 
they are derived from the: ingestion of 
proteid food, of which liver, sweetbreads, 
butcher’s meat of all kinds, contain the 
largest percentage. Of other foods which 
are rich in purins, I would mention aspara- 
gus and coffee and tea. I want to empha- 
size the fact that all the products of purin 
metabolism from the beginning until the 
liver has oxidized them to the innocuous 
urea are virulent poisons. 

Second. The Acidosis—By the term 
Acidosis is meant a condition characterized 
by an increase of normal, or abnormal, 
acids in the body-media. 

These may act: 

First. By withdrawing the alkalies 
from the blood and tissues. It is well 
recognized that any interference with the 
normal alkalinity of the body-media will 
produce serious results. 

Second. By combining with poisonous 
bases. Rachford and Crane* have sug- 
gested that the symptoms of acidosis 
may be due to a combination of the acid 
with ammonium. Certain it is, that in 
this condition, the kidney excretes enor- 
mous quantities of these ammonium 


**The Comparative Toxicity of Ammonium Compounds,” 
Transactions Asso. American Physicians, 1902. 
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salts. This ammonium being diverted 
from the liver, which normally utilizes it 
in the production of urea, it is quite prob- 
able that the symptoms are the result of 
interference with some step in purin meta- 
bolism. 


Though many acids may be involved in 
this autointoxication, of special interest 
to us are those acids which taken together, 
are known as “The Acetone Group’— 
the closely related Beta-oxybutyric acid, 
Diacetic acid and Acetone. The acids 
of this group are fourid in the blood and 
urine in all cases of Diabetic Coma, in 
the later stages of Carcinoma, in Gastro- 
intestinal diseases, Migraine, certain forms 
of Epilepsy and some other diseases. In 
largest quantity they are found in Dia- 
betes, and this fact has led to the use of 
the alkaline treatment in Diabetic Coma. 


Von Noorden believes that the auto- 
intoxication produced by the presence of 
the acids of this group in the tissues has 
its origin in either insufficient carbohy- 
drate intake or some fault in carbohydrate 
metabolism. This leads to interference in 
the oxidation of fats and proteids—the 
carbohydrates being high oxygen carriers. 
That the liver may be involved in the 
formation of these acids, he considers 
possible, for Magnus-Levi has determined 
that Beta-oxybutyric acid is a product of 
autolysis of liver cells. 

Feeding carbohydrates and cutting down 
the fats and albumins will always diminish, 
and sometimes overcome, this form of 
acid-autointoxication. 


THE DISPOSAL OF THE TOXINS 


First, by bowel excretion. 

Second, by detoxification. 

And we come now to that great sentinel 
of systemic integrity, the liver; though it is 
highly probable that other organs possess- 
ing an internal secretion, play a lesser role. 
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“In the narrow space of the liver cell,’’ 
says Webster, * ‘‘we find localized the forma- 
tion of glycogen from sugar; the conversion 
of the amino-acids, and ammonium com- 
pounds into urea, the neutralization of 
extrinsic and intrinsic toxins; the conju- 
gation of armomatic bodies with sulphuric, 
and glycuronic acids, as well as a storing 
up of fatty acids and soaps. Any dis- 
turbance of these functions is promptly 
felt by the system as a whole.’’ Of 
these functions, first of all in importance 
must be placed its detoxifying function. 
This function of the liver has, as you know, 
long been recognized, and I recall to your 
mind the fact that if in a dog the portal 
blood be conducted directly to the vena 
cava, a severe intoxication occurs, usually 
resulting in death. 

It is manifestly impossible for me to 
consider at length this detoxifying prccess, 
much evidence of which has been produced, 


~ much of which remains to be produced. 


I want, however, to call your attention to 
the fact again, that from the purin bases 
of the proteid to the innocuous urea is a 
long step; that the conversion occurs in 
the liver, and that any deviation, any 
interruption in the process, results in a 
virulent poison being thrown into the 
general circulation. And this is but a 
part of the detoxifying duties of the liver; 
it is well to remember that the liver cell 
itself may be injured or destroyed by being 
over-whelmed with these poisons, and that 
in consequence of the perversion of normal 
function, further abnormal poisonous pro- 
ducts may be formed. It seems to me 
that we are forced to consider Hepatic 
Insufficiency as the foundation for the 
greater number of our chronic little under- 
stood diseases. 


The effect upon the general system of 
these toxins thrown into the blood stream 


* Toxaemias from the standpoint of Perverted Metabol- 
sm,” Americun Jour. Med. Sciences, May, 1908. 
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unchanged, is dependent in large part 
upon the eliminating organs, particularly 
the integrity of the kidney; the result 
will vary as the degree of intoxication and 
the resistance of the individual, but it is 
reasonable to expect that the kidney and 
arteries must be peculiarly liable. I be- 
lieve that we must reconsider our nomen- 
clature and consider chronic Bright’s 
Disease as a symptom and not a disease 
per se; that we must realize that albumin 
and casts are but late symptoms of an 
underlying chronic toxemia, the deter- 
minable feature of which is high-arterial 
tension, with resulting cardio-vascular 
changes, and consequent nutritional 
changes in organs supplied by terminal 
arteries, as the brain, retina and kidney. 
Charles Quimby, in an article on “The 
Relation of Intestinal Toxemias to Arter- 
iorenal Disease,’’* states that the ptomaines 
developed by the resident intestinal bac- 
teria from the substances found in animal 
foods are the toxins that cause cardiorenal 
disease. In all chronic toxemias the 
dominant factor of evil is prolonged func- 
tional over-strain of the organs of excre- 
tion under the handicap of toxic nutritive 
supply. Atl the causes of chronic renal 
and arterial disease make their presence 
manifest by a persistently increased func- 
tional activity of the kidney and circula- 
tion for a long time before such increased 
function, even under toxic influence, re- 
sults in degeneration—this degeneration 
will at first be cellular without exudation; 
will progress for a time, and may continue 
for years, without any deficiency of organic 
function, and hence without the presence 
of casts or albumin in the urine or of any 
subjective symptoms. Albumin and casts 
are late symptoms of an underlying toxe- 
mia that caused Bright’s Disease. 
Though long recognizing the fact that 








*N. VY. State Med. Jour., April, 19 
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acute yellow atrophy of the liver may 
follow chloroform narcosis, the surgeon has 
been slow to recognize the part that liver 
inadequacy plays in the production of 
post-operative systemic disturbances. As 
a danger factor the deficient heart is not 
more, indeed not so much, to be considered 
as the deficient liver. 


William Hunter in The Lancet,* says: 
“The vomiting which occurs after adminis- 
tration of anesthetics is not of nervous 
origin; but is, I consider, essentially toxe- 
mic, due to the profound depression of 
liver function with consequent diminution 
in its antitoxic function during the period 
of the administration.” 


Croftony in an article on ‘‘Uremia”’ con- 
cludes: ‘‘The manifold factors that may 
precipitate an acute attack of uremia in 
an individual suffering from hepatic in- 
sufficiency (pre-uremia) need not be enum- 
erated in detail; the determining insult 
may be severe as, for instance, some 
virulent infection or intoxication (chloro- 
form anesthesia) suddenly throwing a 
mass of work on the liver or causing degen- 
eration of its cells, or it may be apparently 
insignificant, and consist of nothing more 
than an attack of gastric or enteric indi- 
gestion or merely some psychic or emotion- 
al shock that acutely deranges the liver 
function. 


“How important it is, therefore, to be 
able to recognize early even mild degrees 
of hepatic insufficiency (particularly in 
renal cases and in pregnant women), and 
to safeguard the patient against all the 
agencies that might suddenly throw a 
strain on the fatigued liver.” 


*The Lancet, April 4, 1908. 


¢Crofton—‘‘An Analytic Study of Uraemia,”’ /. A. VM. A., 
Jan. 6, 1906. 
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IN REGARD TO THE CAUSATION OF PERNI- 
CIOUS ANAEMIA* 


The reports of Sandoz were apparently 
the first to strengthen the impression that 
some of the most typical cases of pernicious 
anemia are of intestinal autotoxic origin, 
this observer finding that apparently gen- 
uine cases were sometimes cured by vigorous 
gastric lavage, enteroclysis, and the ad- 
ministration of intestinal antiseptics and 
laxatives. This observation has since been 
verified and the opinion has steadily grown 
that the most frequent, if not the essential, 
cause of progressive pernicious anemia is 
found in a peculiar toxemia of intestinal 
origin, with or without organic lesions of 
the mucosa. The evidence supporting 
this opinion has accumulated from many 
sides. The results of intestinal antiseptic 
treatment have steadily pointed in this 
direction. Signs of increased intestinal 


“putrefaction have been noted in the exces- 


sive indicanuria of the disease, and in the 
presence of cadavcrin and putrescin in the 
urine of certain cases. 

Hunter’s studies (1901) in this field 
were undoubtedly the most important 
experimental contribution to the etiology 
of the disease made up to that time. His 
conclusions were, briefly, that pernicious 
anemia was a specific clinical condition 
resulting from excessive hemolysis, occur- 
ring chiefly in the portal systemand brought 
about by intestinal intoxication in which 
the products of growth of specific bacteria 
are probably concerned. 

An acceptation of the view that hepatic 
insufficiency is the underlying factor in 
these diseases of metabolism and an early 
recognition of such a chronic toxemia will 
lead, I firmly believe, to the prevention 
of the greater number of such diseases as 
Chronic Interstitial Nephritis, Arthritis 


*Hollis and Ditman—‘'The Theory of the Toxic Origin 


. acc Anaemia,” WV. Y. Medical Record, Feb. 2 
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Deformans, Arterio-Sclerosis and Perni- 


cious Anemia—and a cure as well as the 
prevention of many cases of toxic epilepsy, 
migraine and various skin and nervous 
diseases. 


I plead for the recognition and treat- 
ment of the casual condition in those cases 
that come to you mentally depressed, with 
a sallow complexion, pyorrhea, more or 
less intestinal disturbance, constipation 
(though this is not a necessary concomi- 
tant), headache or vertigo, with perhaps a 
heightened blood pressure, a sulphurous 
stool and the characteristic urine phenom- 
ena—insufficiency, high acidity and indi- 
canuria—not that these may be the limit 
of symptoms or that all may be present in 
the individual case, but that they must 
be considered as suggestive. 


From the standpoint of laboratory diag- 
nosis information of the greatest value 
may be obtained. 

The examination of the stomach contents 
after an Ewald test meal, I consider of 
much importance, for many cases of pro- 
tein toxemia have their origin in a gastric 
insufficiency. 

The examination of the urine I have 
already suggested. The presence of in- 
dican or indolacetic acid always means 
excessive putrefaction of proteids. 

The examination of the feces is of the 
greatest aid not only in confirming the 
diagnosis through the characteristic find- 
ings, but also in the determination of pan- 
creatic activity. 
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The limits of this paper do not permit me 
to go into the treatment, which is indeed 
obvious, except in the merest out-line. 

First. Free elimination. 

Second. The supplying of ferments 
where the normal digestive ferment is 
absent. 

Third. The reduction of animal pro- 
teid to the point of individual tolerance, 
which varies widely in different individuals. 

Fourth. The administration of intes- 
tinal antiseptics. The sulpho-carbolates 
and the salicylates, particularly Bismuth 
Salicylate, I consider the best. For some 
time I have, following Crofton’s suggestion, 
used bismuth as an indicator when using 
intestinal antiseptics. We may consider 
excessive intestinal putrefaction to have 
ceased, when the fecal sulphids no longer 
give rise to the characteristic black bis- 
muth sulphid stool. 

Laterly, the administration of lactic 
acid bacilli either direct or by the giving 
of butter-milk or sour milk has become 
very popular. Unquestionable results are 
obtained. The efficiency of this treatment 
depends on the use of the pabulum by the 
faster growing lactic acid bacilli, innocent 
in character and the consequent crowding 
out of the injurious bacilli groups. 

In the administration of these bacteria, 
it is said that the bacilli of the so-called 
Bulgarian type are most efficient, and it 
is well to add a definite amount of carbo- 
hydrate to the food in order that there 
may be sufficient pabulum present to 
cause a rapid growth. 





INJURIES AND REPAIRS OF THE PELVIC FLOOR * 


HB. GARNER, M, D. 


Traverse City, Michigan 


I am a firm believer in the necessity of 
a thorough anatomical knowledge of the 
different structures that enter into the 
formation of the pelvic floor, in order that 


into their normal positions, thus allowing 
nature to do the rest. 

When a physician is called to reduce a 
fractured bone, his attention is first di- 
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the operator may make a success of this 
kind of plastic surgery. There have been 
many operations, the main feature of 
which was simply to resect and narrow the 
outlet, instead of suturing the injured parts 


*Read at the Forty-fourth Annual Meeting of the Michi- 
yan State Medical Society at Kalamazoo, Sept. 15-16, 1909. 
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rected to the relation that the fractured 
ends bear to each other—in other words, he 
makes a careful study of the bones and the 
relation that the fragments bear to each 
other, in order that he may be better able 
to replace them as they were before the 
accident,—why should not the same rule 
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hold good in injuries to the pelvic floor? 
Should not the injured perineal structures 
be carefully studied prior to operation, 
that the surgeon may have a clear and 
concise idea of just what structures are 
involved, and the necessary steps to restore 
the same to their former condition? So 
far as is possible, the injured muscles 
should be united separately instead of 
bunching a lot of tissues together, thus 
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viscera and surrounds the various struct- 
ures which pass through it. This muscle 
supports the lower end of the rectum and 
vagina, and also the bladder. During the 


efforts of expulsion it elevates and inverts 
the lower end of the rectum after it has 
been protruded and everted; during the 
expulsion of the feces, it also acts as a 
muscle of forced expiration. 

Among the tears which eventually be- 

















Fig. II.—Showing relaxed muscles. 


depriving certain muscles from perform- 
ing certain duties which nature has des- 
tined for them. 

A brief study of the anatomy of the 
levator-ani will prove.to you beyond a 
doubt, that nature has placed upon this 
muscle many important duties to perform. 
[t is a broad, thin, paired muscle, situated 
on each side of the pelvis; it supports the 


come serious in their consequences but are 
often not perceptible at the time they are 
made, is the injury received from the sep- 
aration of the attachments of the levator- 
ani muscle from the rectum. This injury, 
associated as it is with the tear of the per- 
ineum, results in an entire loss of support 
to the lower part of the bowel, with the 
formation of a rectocele, or the eversion 
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of the lower vaginal wall; the outlet thus 
presents an appearance described as re- 
laxed. The relaxed outlet is recognized 
by the vertical direction of the lavato 
fibres, just behind the pubic arch, replac- 
ing the strong band felt when the posterior 
vaginal wall is lifted up in the unbroken 
ring. 

Pursuing the technique of Dr. H. Hill, 
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a pair of blunt pointed scissors are carried 
under the lateral vaginal wall in a direc- 
tion upward and inward for perhaps an 
inch,—the blades are separated, thus rais- 
ing the vaginal wall from its bed and 
throwing into view the pubo-rectalis (an- 
terior fibres of the levator-ani), which can 
be seen between the blades of the scissors; 
this process is repeated on the opposite 














Fig. III.—‘‘The pubo-rectalis is picked up on the left side.” 


of Kansas City, which isasiollows: Bullet 
forceps are placed on each side of the vagi- 
nal outlet and at the level of the caruncule, 
lateral traction being made develops a 
prominent fold which is incised in the 
medium line from top downward until the 
fibres of the external sphincter are reached, 


side. With any full curved needle, the 
pubo-rectalis is picked up on the left side 
from within outward ‘and the suture pulled 
through and its end clamped with a hemo- 
stat. The needle is now transferred to 
the other end of the suture and the right 
pubo-rectalis is picked up from within; 
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this suture is placed two-thirds of an inch 
in front of the anus, the first suture in 
place is not tied but used as a traction 
suture, thus siding in passing the lower 
suture which can easily be passed from 
without inward. When this suture has 
emerged from the pubo-rectalis on the 
right side it is carried under the sphincter 
on the right side, and caused to penetrate 
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and pulls the sphincter towards the sym- 
physis up into the pelvis, a variable dis- 
tance, depending upon the amount of 
displacement. The first suture is now 
tied. The urogenital trigone is next sut- 
ured from below upward with a contin- 
uous suture of chromatized cat gut; 
after approximating to the proper extent 
the suture is reversed and brought back 





Fig. IV.— ‘The knot is tied on the outer surface of the spincter,” 


it from within outward; the needle is now 
transferred to the other end of the suture 
and carried through the sphincter in the 
same manner as the opposite side, this 
suture is now pulled up and tied (the 
knot being on the outer surface of the 
spincter); this suture approximates the 
lower end of the pubo-rectalis together 


from above downward, closing mucous 
membrane and afterward the skin. 


Simplicity associated with thorough, 
complete work will prove a saving of 
much valuable time and will render re- 
sults not only satisfactory to the patient 
but pleasing to the operator. 








ANEURISM OF THE DESCENDING THORACIC AORTA * 


JOHANN FLINTERMAN, M. D. . 
Detroit, Michigan 





Mr. R. G., forty-three years old, came un- - 


der my observation two years ago; a man 
of medium height and weight, editor of a 
German daily newspaper and proofreader 
since fifteen years; married, no children. 
His wife had left side Hemiplegia with 
bladder symptoms and was _ surprisingly 
benefitted by Iodide of Potassium. Pa- 
tient complained of pain at the back, on 
the shoulder blade and around its region, 
radiating into the 3rd, 4th and 5th inter- 
costal space. Examination at first did not 
reveal anything as to what might be the 
nature of the case. Patient had a good 
appetite, worked every day, digestion 
excellent, only the sleep was disturbed by 
the pain in the region of the left shoulder 
blade. At repeated examinations, never 
any fever was observed, respiration was 
somewhat impaired, due to the pain which 
occasionally would become so intense that 
the patient would suddenly bend over to 
the left side. The left side of thorax did 
not expand as fully as the right side. 
Examination of the lungs and heart failed 
to show anything abnormal. There was 
no frequent respiration, no cyanosis. Ad- 
ministration of Iodide of Potassium, Gal- 
vanic Current, Aspirin for the night and 
rest, gave relief for only a short time. 
In the spring of 1908, his condition became 
a great deal worse, pain increased, respira- 
tion became more impaired, sleep disturbed 
by pain, attending his work was mostly a 


*Read at the Forty-fourth Annual Meeting of the Michi- 
gan State Medical Society, Kalamazoo, Sept. 15-16, 1909. 
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fight against the pain. The pain was 
boring, continuous, not intermittent as 
before. The seat of the pain was in and 
around the left shoulder blade, irradiating 


.into several intercostal spaces (3rd, 4th 


and 5th). There were not any special 
points which showed any increased tender- 
ness on pressure, typical of intercostal 
neuralgia or neuritis. I examined his 
chest very carefully. No symptoms of 
pleurisy, no indication of any pulmonary 
affection, no cough, no enlargement of car- 
diac dullness, apex beat at the normal 
point, not distributed over an abnormally 
large area. Cardiac sounds normal. Heart’s 
action not agitated. P. 68-72, R. 16-18. 
Never any pain in the arms, irradiat- 
ing from the seat of the pain in the 
shoulder, never any group of symptoms 
as seen in angina pectoris. There was 
no enlargement of the cervical, supra- 
clavicular or axillary glands. Patient had 
no cachectic appearance, looked only a 
little pale. The attempt to improve the 
condition by Iodide of Potassium, Aspirin, 
and the application of the Galvanic Current 
was ‘apparently this time more effective. 
A vacation of six weeks helped in bringing 
about a condition in which patient was 
free from pain from July,1908 to November, 
1908, when he commenced to complain 
again of pain in the left side, the pain be- 
coming now more severe than ever, also 
difficulty in breathing. At the same time 
an irritating cough appeared, also a slight 
hoarseness and an occasional expectoration 
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of bloody sputum. The cough was brassy. 
The inspiration was accompanied by a 
stridor, percussion of the left side of the 
chest gave a lower percussion note at the 
infra-clavicular fossa, where by ausculta- 
tion a less distinct and clear respiratory 
murmur could be distinguished. Auscul- 
tation and percussion at the dorsal surface 
of the left side of the chest gave the same 
result. Examination of the heart did not 
reveal much difference from the former 
examination. Radial pulse of equal strength 
on both sides, also synchronic. Occa- 
sional expectoration of bloody sputum, 
never profuse, arterial in character. Micro- 
scopical examination: Pure arterial blood, 
no elastic fibre, no tubercle bacilli, no 
elements pointing to a pulmonary neo- 
plasm. There never Was any rise of tem- 
perature. Breathing was slow, laborious 
and increased the pain. No enlargement 
of cervical, supra-clavicular or axillary 
glands. 

In the course of the disease, it became 
every day more noticeable that the respir- 
ation was not alike on both sides of the 
chest. Auscultation revealed that into 
the left lung air did not enter as readily 
as into the right lung, a distinct stridor 
with every respiration could be heard over 
the left side. During the month of Jan- 
uary, 1909, the patient was obliged to give 
up his work. The hoarseness, the cough 
and pain increased. The pain prevented 
him from sleeping. Respiration became 
more and more difficult. 

When I examined the patient again in 
the latter part of January, 1909, a pleuric 
effusion had developed in the left side. 
Percussion note flat, respiratory murmur 
and vocal fremitus were absent. 
any 


Never 
eye symptoms noticed. Pupils in 


both sides were of equal size and responded 
promptly to light. 
on sympathetic nerve. 


No signs of pressure 
Urine was ex- 
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amined several times and always found to 
be normal. As to the nature of the affec- 
tion, I thought I had to deal with a primary 
pulmonary neoplasm. I had the patient 
examined with the laryngoscope which 
showed a paresis of the left vocal chord. 
An X-ray picture taken by Dr. Hickey 
seemed to point to a Mediastinal Tumor. 
(Demonstration of the picture.) 

Although the probability of an aortic 
aneurism sometimes came to my mind, 
I always failed to detect any symptoms 
pointing to such an affection, or to interpret 
the symptoms present as cardiac. Never 
any abnormal murmur was heard either 
in the anterior or the posterior surface of 
the chest. There was no tumor or pulsa- 
tion anywhere. No enlargement of the 
cardiac dullness, no abnormal apex impulse 
as to the localization or intensity. No 
difference of radial pulse of right or left 
side either in its strength or time of appear- 
ance. There was never any difficulty of 
deglutition. The intensity of pain was 
great, and the area over which it extended 
were perhaps more typical of pain caused 
by neoplasm. 

The skin of the left side of the chest was 
not much different in appearance from 
the skin on the right side. There was no 
remarkable dilatation of the superficial vein 
of the left side of the chest, but the ante- 
rior chest wall had the vein more dilated 
than the right side. There never was 
during the whole course of the disease, a 
pronounced cyanosis. The patient lost 
in strength, no remedy gave him any 
relief. The pale color of the skin became 
more intense. The more frequent attacks 
of cough and respiration all the time 
accompanied by pain, gave him no sleep. 
Was it due to the pressure of the aneurism 
on the thoracic duct? A few days before 
he died the sputum became bloody again. 
On the rst of March in the afternoon, he 
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suddenly had a coughing spell followed by 
a profuse hemorrhage. He fell to the 
floor and died immediately. Postmortem 
was made the second of March at 11 a. m. 
Before describing the finding at the 
postmortem, let me try to give the reason 
for the diagnosis, Primary 
Tumor, probably Sarcoma. 
Case was under my observation for two 
years. The main symptom which induced 
the patient to consult the physician was 
pain. Pain in the left side of the shoulder 
biade and in the 2nd, 3rd and 4th inter- 
costal space—pain continuous, increasing 
after his day’s work. The pain interfered 
with respiration. For newrly a year noth- 
ing else was complained of. In the spring 
of 1908, after patient had been fairly 
comfortable for some time, matters became 
worse, pain more severe than ever and with 
it the dyspnea. Physical examination 
failed to find what was the real cause of 
the pain and the dyspnea. Treatment 
apparently succeeded in bringing so much 
relief that the patient up to November 
was comfortable. When pain returned 
more severe than ever, dyspnea increased. 
Patient commenced to cough and to expec- 
torate. From this time, the symptoms 
which led to the diagnosis became more pro- 
nounced. Cough, bloody expectoration, 
dullness in supra and infra-clavicular space 
of the left side, impaired entrance of the 
air in the left upper lobe, respiratory mur- 
mur at this point indistinct and not clear, 
also the vocal fremitus weakenei, the 
inspiration accompanied by stridor indicat- 
ing that the air could not readily enter 
the left bronchus, a hoarseness due to 
paresis of the vocal chord, a brassy cough, 
and from time to time expectorating, 
sometimes only mucus, at other times pure 
arterial blood, not containing any element 
of a growth or any bacilli. Sometimes 
weak bronchial breathing could be heard 
in front, at the upper part of the chest, 


Pulmonary 
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and posterior. Pleuric effusion developed 
dullness of percussion, absence of respira- 
tory murmur and vocal fremitus. 

There was no glandular enlargement 
above the clavicule or on the axilla. There 
never was any fever, no dysphagia or 
impairment of deglutition. 

Professor D. Albert Franket speaking of 
the physical examination in cases of Pul- 
monary Tumor says: 


“Typical are especially those rather 
frequent cases in which the area which 
does not contain air is the upper lobe, also 
in other cases the lower one too, in such 
a way that commencing from the supra- 
clavicular fossa either on the right side 
to the hepatic area of dullness, or on the 
left to the upper border of the cardiac 
dullness the percussion note is duller, 
while the change of percussion note is a 
great deal less pronounced in the back, 
and here more limited to the fossa supra- 
spinatus. If at the sametime within the 
area of dullness in the front no bronchial 
breathing nor essential murmur are heard, 
and if you notice quite contrary to the 
fact so usually to be seen in percussion of 
pulmonary infiltration a surprisingly low 
respiratory murmur, you might then feel 


sure that you have to deai with a pul- 
monary tumor.” 


“The vocal fremitus, under such circum- 
stances, is also less distinct, sometimes 
absolutely abolished. 


“The symptoms are more indistinct and 
vague when we have a pleuritic effusion.” 

These remarks fit very much my case. 
Dr. Hickey, who made an X-ray picture, 
was inclined to look upon the case as a 
mediastinal tumor, but the fact that 
mediastinal tumor is oftener observed in 
the anterior mediastinum and other rea- 
sons spoke against it. 


For the diagnosis of pulmonary tumor 
are a few leading points. It is practical 
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to bring the cases which have been found 
into three divisions. 

In the first division, all such cases which 
with proper consideration of all important 
factors it is possible to diagnose not only 
the nature of the tumor, but also its seat. 

In the second division, such cases where 
the diagnosis only depends on the sup- 
position of an affection which causes a 
pressure on the intra-thoracic organ, the 
nature of which, whether of tumor in a 
third sense, or an aneurism, cannot with 
absolute certainty be decided. 

Into the third division, the cases which 
run a latent course. 

Cases of the first class are such where 
particles of the tumor have been found in 
the expectoration with the pleuritic effusion 
complicating such cases. 

Cases of the second division are those 
where the differential diagnosis is between 
tumor and aneurism. Every experienced 
physician will admit that even after a 
most careful examination with scrupulous 
consideration of all symptoms, the ques- 
tion which of the two affections is present, 
remains undecided. 

In cases of pulmonary tumor and also 
in aneurism, stridor accompanied by dys- 
pnea may exist, percussion also reveals 
dull flatness in and lateral of the sternum, 
auscultation, unilateral weakening of the 
respiratory murmur. There may be a 
diffuse heaving on one side of the chest 
and the neighboring sternum. Difference 
in the volume of the radial pulse, paresis 
of the vocal chord, dilatation of the vein, 
repeated hemoptysis are not deciding. 
Aneurism might be diagnosed with some 
certainty when a pulsating center, over 
which the percussion note is dull, is found 
next to the heart, especially when a thrill 
is felt and a blowing sound is heard over it. 


Tracheal tugging, although not absolute 
proof, will in doubtful cases speak for 
aneurism. But when glandular swellings 
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in the supra-clavicular fossa and in the 
neck appear, and primary or secondary 
tumor formation can be demonstrated, 
then the diagnosis inclines to pulmonary 
tumor. 

Differential diagnosis between pulmon- 
ary tumor and Echinococcus, I would 
like to allude to. 

Between the second and third divisions 
are cases in which the pleura is also in- 
volved or perhaps principally affected. 
Ifinacaseof Pleural Effusion complicating 
a pulmonary tumor the aspirating needle 
has to penetrate several inches of a dense 
firm tissue before the exudation is drawn, 
then we might expect a primary tumor 
of the costal pleura. If the tumor-like 
thickening of the pleura is not very con- 
siderable, and the effusion more pronounced 
then the true nature might not be found 
out. In such cases the fact that after 
the aspiration, the dullness is hardly in- 
fluenced, the respiratory murmur does not 
become fully matured, the respiratory 
only in a slight degree reappears, and the 
patient does not feel relieved, leads to the 
fact that behind the pleura; a severe pul- 
monary affection lies hidden. 

Hemorrhagic pleuric effusion is seen in 
malignant pulmonary tumor and also in 
pleurisy. When pulmonary tumors are 
not diagnosed, even in cases without com- 
plicating pleurisy, then it is dependent 
on the small sign of the neoplasm or on its 
central seat. This happens in the majority 
of cases of secondary, but it also happens 
in primary cases. A case of pulmonary 
tumor might be and is often taken for 
tuberculosis, principally in such cases 
where hemoptysis is the most pronounced 
of its symptoms. In cases occurring at 
an advanced age where tuberculosis can 
be excluded and which commenced with 
cough and bloody sputum, pulmonary 
tumor might be suspected. 

From the facts observed in the case and 
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for the different reasons mentioned, I 
diagnosed Primary Pulmonary Tumor, 
seated in the upper lobe near the left 
bronchus. Pain in the shoulder, vocal 
paresis, brassy cough, bloody expectora- 
tion, dyspnea, absence of radiating pain 
in the arm, also absence of pulsating tumor, 
no cardiac symptoms of any kind, pleuric 
effusion as result of pressure, and, for other 
points mentioned. 

Postmortem 
the diagnosis. 


findings do not confirm 


After opening the thorax, found right 
lung congested, few adhesions at the apex, 
no fluid in the right plueric cavity (normal 
amount). 

Pericardium normal, heart size of pa- 
tient’s fist, muscle pale; much fat covering 
the right ventricle; small amount of fluid in 
the pericardium; left pleuric cavity con- 
tained a pint of fluid, blood stained; left 
lung collapsed; few adhesions at the apex. 
Bulging into the left pleuric cavity at the 
level of the first rib is felt a mass the size 


of a hen’s egg 


ge, soft, smooth, fluctuating, 


pressing back against the thorax, does not 
go to the right of the median line. It is 
adherent (left lung is collapsed) to the apex 
of the left lung, it occupies in part the 
space usually taken by the left apex of the 


lung. The left lung is airless. Cannot get 
any crepitation. To detach the apex 


causes loss of substance. 
purple, blue. 


Left lung dark 
In removing left lung and 
cutting left bronchus, blood wells out of 
the lung—blood partially clotted. Pos- 
terior part of mass is adherent and has 
partially erroded the first, second and 
third ribs and second dorsal vertebra. 
(Right lung surface has mottled appear- 
ance). Bronchial glands are not enlarged, 
deep red, few are calcified. 

Off the distant part of the arch and the 
proximal part of the descending aorta is 
a large aneurismal dilatation. The dila- 
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tation is composed of two parts; a smaller 
one to the left and anterior, is about the 
size of a big plum. The posterior one is 
about the size of a hen’s egg and in removal 
the thin walls ruptured, remained adherent 
to vertebra and ribs. It contained a 
large organized clot and also some recent 
clots. Below this dilatation in the descend- 
ing aorta is a third dilatation the walls of 
which are lined with organized clots. At 
the inner and anterior aspect of this aneur- 


‘ism, where it passes over the left bron- 


chus, there is an opening admitting the 
point of a lead pencil through which 
rupture has taken into the left bronchus. 

Mitral valves all right, the aortic ring 
dilated, tricuspid normal, admits three 
fingers; pulmonary valves all right. 

Aneurism of the descending aorta is 
very rare. (Vierrond.) 


In aneurism of the descending aorta, 
which often escapes detection, the earliest 
symptom is’ pain, and the patient com- 
plains of it before there is a single other 
physical sign or indication of the presence 
of a tumor. The patient whose history 
I present to you, suffered for a long time 
only a severe pain, to which after about 
a year and a half, came cough, dyspnea, 
then stridor and expectoration of blood, 
paresis of the left recurrent nerve. A 
pulsation, a thrill, or a loud 
murmur never became manifest. This one 
fact and the point I did not know that a 
non-aneurismal tumor in the thorax is 
very rare, were the causes cf not making 
a sure diagnosis of aneurism. Duloch 
remarks: ‘Practically speaking, when the 
signs of an intrathoracic tumor are met 
with, we shall be generally correct in think- 
ing that it is an aneurism we have to deal 
with, even should the pulsation not be 
very obvious.”’ And I want to add, even 
when pulsation is absent. 


blowing 


When an aneurism produces much dys- 
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pnea, it is apt to be seated in the descend- 
ing part of the arch. 


Pleuric effusion in the left side might be 
found in pulmonary tumor as well as in 
aneurism of the descending arch. 


As to the etiology of the reported case 
I suspect two; syphilis and lead-poisoning. 
Concerning the latter | have some proof. 
The fact that the patient worked for 
fifteen years as proofreader, is for me con- 
vincing. Lead-poisoning and syphilis play 
a great role in the etiology of aneurism, 
‘but a great many authors also attribute to 
“lead intoxication”’ a causative etlect. 


Patient’s wife had an attack of left 
sided Hemiplegia. Had bladder symptoms 
fora long time. Her case wes much bene- 
fitted by specific treatment. 

Diagnosis of aneurism is in a great many 
cases easy, but on the other hand in some 
cascs extremely diffcult, even impossible. 
Where the direct physical symptoms are 


pronounced, as for instance principally 
abnormal pulsation, no danger of an error 


is present. Diagnosis becomes a problem 
in cases 1n Which the aneurism is not, or at 
least only with great difficulty, accessible 
to a direct examination, when only vague 
symptoms, as for instance, pain in the 
chest, transient sensations of oppression, 
symptoms of intiu-thoracic pressure, where- 
by in a great many cases persistent intra- 
neuralgias, not vielding to any treatment 
and not properly explained, as to their 
true nature, are for a lone time the only 
symptoms of an occult aneurism. The 
affection very often escapes detection 
because in such similar cases the 
thought of the possibility of an aneurism 


and 


does not come up, and then careful exami- 
nation of the heart is neglected, no 
search is made for symptoms of pressure 
(vocal chord paresis, etc.) and especially 
the most important measures of X-rays 


are omitted. Differential diagnosis be- 
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tween aneurism and intra-thoracic and 
extra-thoracic tumor is a difficult matter. 
Mediastinal tumor, as for instance Medias- 
tinal Sarcoma, also Mediastinal Abscess, 
circumscribed Empyema, tumor, which 
start from the sternum, pulmonary neo- 
plasm and bronchial glands; each of these 
is liable to lead to a wrong diagnosis. It 
is not possible to have a general rule of 
diagnosis. Conditions are never the same 
ii the different cases. The presence of 
pulsation in the tumor, the fact that the 
tumor shows pulsation, is a symptom 
which speaks for an aneurism. But it has 
to be ascertained whether the pulsation is 
not only propagated but a pulsation really 
within the sac. 


Auscultation, a condition of the heart 
and arteries, symptoms due to _ intra- 
thoracic pressure and most of all Roentgen 
rays are the means to help in the diagnosis. 


DISCUSSION 


Dr. A. S. Warthin, Ann Arbor: Syphilis plays 
the chief, if not the entire part of the etiology 
of aortic aneurism. The Wassermann reaction, 
and more recent studies of the lesions, confirm 
the old pathologic view that these aneurisms are 
syphilitic in origin. 


Dr. Hugo A. Freund, Detroit: It was my good 
fortune to witness the postmortem examination 
on the case reported by Dr. Flinterman. It was 
an unusual aneurism, in that its dilatations were 
saccular from the main fusiform dilatation. There 
were three separate ones which went out in 
different directions, one going upward and back- 
ward, adherent to the lung,and posterior surface 
of the ribs, as well as posterior part of the chest. 
The other dilatation went distinctly outw rd and 
to the left. The one from which rupture took 
place was over the surface of the left bronchus. 
The left lung was filled with blood, and was 
absolutely airless. There was considerable fluid 
in the left pleural cavity. The effusion was old 
and had been brought about by some process of 
irritation. There was nothing else in the lung. 
Even with the X-ray it was impossible to make a 
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diagnosis of this aneurism, yet the postmortem 
revealed an unusual specimen. 


Dr. Collins Johnston, Grand Rapids; I wish 
to report a case illustrating the value of the X-ray 
in the diagnosis of aneurism. Several years ago 
a man came to me who had great pain in the side 
of the neck, which had continued for two years. 
For three months he had a slight swelling at the 
junction of the sternum, and left clavicle and 
soreness on pressure. This swelling was of the 
hardness of stone, and was circumscribed. Per- 
cussion did not show any dullness to the right 
of the sternum, and for : bout an inch to the left, 
extending down to the second interspace, here 
is a point of interest in cannection with what 
the X-ray picture showed. There were no 
physical signs of aneurism other than that. 
At my first examinat.on I thought it might be 
syphilitic, uberculous, or some osteomyelitic 
dis ase, due to some other cause. There was no 
difference in the radials, no signs o pressure on 
the bronchus or e ophagus. The heart was 
norma] and in its location. The sounds at the apex 
and ba. werenormal. There was no accentua- 
tion of the second sound. I sent the patient to 
an X-ray man and he got a beautiful picture 
of aneurism of the ascending aorta. The picture 
showed that the aneurism extended a good deal 
farther to the | ft oi the sternum than to the 
right. The tumor was a little larger than a 
dollar and only a small part of the aneurism 
present: d to the front. The man is now taking 
lar: dozes of iodide of potassium, 


Dr. A. R. Edwards, Chicago: b.lieve that 
practically al! aneurisms are syphilitic, and this 
is borne out positively both pathologically and 
clinica lly. 


Since the paper was written a very interest- 
ing article ‘‘Symptoms of Descending Thoracic 
Aneurism,” has been published by A. W. 
Hewlett, M. D., professor of internal medicine 
in the University of Michigan,and W. R. P. 
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Clark, M. D., instructor in medicine in the Cooper 
Medical College, San Francisco, in the American 
Journal of Medical Sciences. 


These authors report six cases. In the first 
five cases the main symptom was pain; in one 
case no symptoms whatever, accidently diagnosed 
by a Roentgen examiner for the purpose of deter- 
mining the heart condition. In the. five cases 
Roentgen examinations enabled the author to 
make the diagnosis. 


“From our experience pain is the most fre- 
quent symptom of descending thoracic aneurism. 
Milanoff who collected the histories of 120 
patients with this disease, found pain mentioned 
in 72 of them, whereas dysphagia occurred in 
20, hematemesis in 13, hemoptysis in 2, left 
plueral effusion in still fewer. Andreef could 
collect but eight cases of paraplegia from this 
cause. When one remembers that most of 
these symptoms with one exception of pain, 
occur late in the disease, the great importance of 
pain as an early symptom of descending thoracic 
aneurism becomes apparent. In some instances 
it has lasted ten or even twenty years. 


The article of Hewlett and Clark concludes 
with the words of Huchard, when he speaks of 
Aneurismal Neuralgia: 


"When one is dealing with symptoms of pain 
characterized by their persistency, their long 
duration, their intensity, when they remain 
unexplained, when they resist all ordinary 
medication, finally, when they present certain 
special characteristics, such as a fixed location 
or a diminished severity in certain attitudes 
of the patient, then we are not dealing with true 
neuralgia, as is too frequently assumed. In 
such cases one should consider aneurism as a 
probable diagnosis, and if no tumor is percept- 
ible as yet, one should turn to the X-Rays in 
order to obtain certain proof.” 

In all cases reported no herpes zoster was 
obvious or mentioned. 





An apparently superficial tumor of the 
chest wall may be an intrathoracic groyth 
hat has reached the surface; an x-ray 
picture is indicated in any such tumor 
before its attempted removal.—American 
Journal of Surgery. 


SURGICAL SUGGESTIONS 


By constipating the patient, a high-seated 
rectal carcinoma may be pushed down 
within reach of the examining finger in the 
rectum. <A small enema may balloon such 
a tumor within reach of abdominal pal- 
pation.—American Journal of Surgery. 


















TONSILLECTOMY * 


J. F. BYINGTON, A. B., M. D. 
Battle Creek, Michigan 





It is not the author’s purpose to discuss 
the present status of the tonsil operation 
in all its phases, but merely to draw a few 
conclusions from his own experience in 
dealing with this class of cases, and de- 
scribe his- technique for the complete 
enucleation of the tonsil by finger dissec- 
tion. 


Whenever the operation on the tonsil 
is discussed, questions regarding the func- 
tion of this organ and the role it plays in 
the etiology of other diseases naturally 
arise. I shall merely preface my remarks 
on the operation itself by giving a few 
conclusions regarding the physiology and 
the pathologic importance of this organ 
which have come to be quite generally 
accepted by nose and throat specialists 
at least in this country. 


While some authors, Bosworth for in- 
stance, have for many years contended 
that the tonsil is not a physiologic organ 
but only a diseased process, a morbid 
growth, which should be removed as any 
other tumor, it is quite generally recognized 
that the organ in its normal state consti- 
tutes one of the body’s defenses against 
the entrance of microbic infection. It is 
the distal organ of the chain of lymphatics 
in the neck, having similar functions to 
these glands. But when diseased, the tonsil 
no doubt loses its defensive powers; it is 
then no longer a sentinel guarding against 
the entrance of infectious organisms, 





*Read before the Calhoun County Medical Society at 
Battle Creek, March 3, 1910. 


but becomes a source of infection itself, 
constituting an open channel to the chain 
of lymphatics in the neck, through which 
micro-organisms and their products may 
enter. The size of the tonsil is not nec- 
essarily an indication of how much it may 
be diseased. Clinical experience goes to 
show that it is more often the contracted, 
submerged tonsil lying hidden behind the 
anterior pillar of the fauces that is a source 
of infection. The mere fact that the tonsil 
is large is not necessarily an indication 
that is should be removed. While large 
tonsils are usually pathogenic, these large 
glands may sometimes persist for years 
without giving any. evidence of inciting 
inflammatory conditions in the throat or 
elsewhere. A contracted tonsil often con- 
tains relatively more connective tissue and 
less defensive glandular elements, while 
the crypts may be dilated and filled with 
infectious matter, which may even become 
calcified. It is easy to understand how 
such a tonsil may become a fruitful source 
not only of local inflammation in the throat, 
but, also, through absorption of infectious 
material, the cause of various general 
diseases. The relation of the[tonsil to en- 
larged cervical glands, to rheumatism and to 
tuberculosis, is now so generally under- 
stood and recognized that it is sufficient 
merely to mention these diseases. 


Tonsillectomy, or the operation for the 
complete removal of the tonsil with its 
capsule, has been called an American opera- 
295 
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tion. During my visit in Vienna last 
winter, I was impressed with the almost 
complete disregard in the nose and throat 
clinics of submerged, infected tonsils in 
adults. Prof. Chairi would limit removal 
of tonsils to persons under forty years of 
‘age, and when removal is really necessary 
under that age the only operation per- 
formed in his clinic, I believe, is tonsillot- 
omy with the tonsillotome. I did not 
see a single operation for the complete 
removal of the tonsil. 

What are the indications for the tonsil 
operation? The author’s rule is to remove 
tonsils which give trouble irrespective of 
their size. The troubles most often aris- 
ing from tonsillar disease, and which afford 
an indication for the removal of the tonsils, 
are repeated attacks of tonsilitis or peri- 
tonsillar abscess, chronic inflammation in 
and about the throat, persistent tenderness 
of the glands and adjacent muscles of the 
neck and enlargement of the former, 
obstruction to respiration and Eustachian 
tube stenosis due to pressure upward of 
the enlarged tonsils, and the presence of 
those general diseases heretofore men- 
tioned as related to tonsillar infection, 
especially if the tonsil crypts habitually 
contain caseous plugs of desquamated 
epithelium and other putrefactive products. 


A suspicion of hemophilia always consti- 
tutes a contra-indication to the operation. 
The difficulty of controlling persistent 
bleeding from the tonsil in a person with 
hemophilia is so great that the remedy 
is likely to be worse than the disease. The 
author does not remove tonsils in the later 
stages of tuberculosis, and he would advise 
caution regarding operation among pro- 
fessional singers who are known to be 
sometimes ungrateful. He invariably re- 
fuses to assume any responsibility what- 
ever as to any resultant change in the 

' quality of the voice, although in his 
experience, and in the experience of prac- 
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tically every operator, the voice is gener- 
ally benefitted and never injured, provided 
the whole tonsil with its capsule is removed 
and the pillars of the fauces are left intact. 
Where injury to the voice might possibly 
occur is in partial removal with a ragged 
stump remaining to which the pillars may 
afterwards become attached, by adhesion. 
The few surgeons who have noted a change 
in the pitch of the voice following removal 
of very large tonsils, have found the pitch 
higher rather than lower. 

As the partial operation, tonsillotomy 
with the tonsillotome, has long been per- 
formed and the technique little improved 
upon, I shall confine myself to a descrip- 
tion of the technique I have used for the 
complete enucleation of the tonsil in its 
capsule, namely, tonsillectomy. My method 
is not original, but is an appropriation 
of all that seemed best to me in the 
technique employed by others. Although 
the tonsil operation is performed by nearly 
every physician who attempts any surgery 
at all, the satisfactory removal of this organ 
presents some difficulties. There is no 
operation, I presume, for which I have 
a greater number of obsolete instruments, 
and no operation in which I have varied 
my technique more than in the tonsil 
operation, which of course is a confession 
that the methods formerly employed were 
unsatisfactory. The trouble with the older 
attempts at complete removal was that 
we tried to remove all the tonsil ex- 
cept its fibrous capsule which constitutes, 
as it were, the floor of the deeper crypts. 
It is impossible to remove the whole tonsil 
apart from its fibrous capsule. More or 
less ragged tonsillar tissue will still remain 
attached to the capsule, and these remnants 
contain the bottoms of the most trouble- 
some crypts. It is true that in some cases 
the partial removal affords drainage to 
the remaining crypts and relieves the 
attacks of tonsilitis, but too often the 
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ragged remnants cicatrize, drawing the 
pillars of the fauces into the scar, and 
sometimes the foci of infection remain 
even more confined than before the oper- 
ation. Again in many cases which have 
had repeated attacks of quinsy, fibrous 
pockets are present outside the capsule 
and the patient may be as subject to attacks 
of quinsy after the operation as before. 

I have employed cocaine for local 
anesthesia in the majority of cases, in all 
cases where the patient, or his parent, 
was willing. It is a mistake to infiltrate 
extensively with cocaine the tissues sur- 
rounding the tonsil, and a greater mistake 
to employ adrenalin with cocaine. The 
former is apt at times to incite unpleasant 
post-operative inflammations by carrying 
infections from the mouth or tonsils deeply 
into the tissues. The use of adrenalin, 
while it may afford a bloodless operation, 
greatly increases the possibilities of delayed 
hemorrhage. I prefer the hemorrhage at 
the time of the operation. 

I introduce the needle into the tonsil 
itself, carrying it just deep enough so that 
the fluid does not flow out of the crypts. 
The point of the needle will then rest in the 
fibrous capsule. The patient experiences 
some gagging sensations during the opera- 
tion, but does not complain much of the 
pain. 

The tonsil is grasped firmly with the 
vulsellum forceps, grasping deeply enough 
to include the capsule if the tonsil is friable. 
The organ is then drawn well into the 
lumen of the throat and the head of the 
tonsil dissected away from its bed with 
an ordinary bistory, taking care not to 
leave a part of the head hidden behind the 
velum of the soft palate. Having made 
this opening through the mucous membrane 
connection of the tonsil to the velum of 
the soft palate down to the fibrous capsule 
of the tonsil which lies upon the superior 
constrictor of the pharynx, the finger is 
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introduced. into the opening and, while 
traction is made upon the tonsil, the finger 
peels the capsule off from the muscle; to 
which it is attached by loose connective 
tissue. Sometimes a few muscle fibres 
May penetrate the capsule and will be 
removed with it. The finger dissection 
is continued downward, then forward and 
backward toward the pillars. It is some- 
times impossible to separate with the 
finger a tonsil from the pillars, especially 
the anterior pillar to which it is generally 
attached by a fold of mucous membrane, 
the plica. This must be divided by a 
knife or scissors, taking care not to injure 
the pillar from which troublesome hemor- 
rhage might occur. In the finger dissec- 
tion sometimes fibrous bands may be 
encountered, the result of previous attacks 
of quinsy. These may first be grasped 
by the artery forceps to avoid hemorrhage, 
and then divided with the scissors or knife. 
In this way the tonsil is separated together 
with its capsule in all its parts except at 
the extreme base near the root of the 
tongue. The organ is then drawn forward 
and removed at its base with the snare 
or tonsillotome. Sometimes a remarkably 
large cavity remains between the pillars 
even after the removal of an apparently 
small tonsil embedded between the pillars. 
Some considerable soreness of this area will 
persist for several days which, however, 
is much less if the cavity is frequently 
cleansed with antiseptic solutions, such as 
Dobel’s, or swabbed with 20% argyrol. 
Contractions and scar tissue involving the 
pillars are much less likely to result from 
this clean cavity than when ragged rem- 
nants of tonsil are left in the cavity, as 
in the partial operation. 

I present for your inspection a number 
of tonsils all of which I have removed 
under local anesthesia by the method 
herein outlined. Some of these were large 
protruding tonsils, others were of the 
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submerged type which could not possibly 
have been removed with the tonsillotome, 
while others were remnants of tonsils 
which had previously been removed in 
part. You will observe that the capsules 
are quite intact in most of them, while a 
few muscular fibres are present in some. 
It is impossible to always avoid some of 
these muscle fibres which may penetrate 
the capsule. 

The advantages of tonsillectomy over 
tonsillotomy are as follows: 

1. There is less hemorrhage. For if 
the capsule is left behind, the tonsillar 
artery as it pierces the fibrous capsule is 
much less likely to collapse than when it 
is severed behind the capsule. Moreover, 
the finger dissection, which is possible when 
the capsule is removed, tends much less 
to produce hemorrhage than sharper in- 
struments. I have thus far not encountered 
troublesome hemorrhage, although exten- 
sive injury to the muscle wall, or the pillars, 
may induce very troublesome hemorrhage. 
This is best controlled by a gauze tampon 
held in place by the finger or tonsil clamp, 
or by grasping the bleeding artery with 
the hemostat. In severe cases it may be 
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necessary to suture the pillars together 
Over a gauze tampon. 

2. Tonsillectomy does away with the 
repeated attacks of quinsy or tonsilitis 
and insures against the necessity of a 
further operation. 

3. After the complete operation there 
is less danger of fibrous bands of scar 
tissue forming in the field of operation, 
and possibly binding down and confining 
the action of the pillars of the fauces, if 
not actually closing up and interfering 
with the proper drainage of infectious 
foci, which the operation was intended to 
relieve. 

I would not be understood as advocating 
the complete operation in all cases. In 
many cases of protruding tonsils which are 
not attached to the pillars, or but slightly 
so, especially in children where the tonsils 
are more often removed to relieve the 
obstruction to respiration rather than to 
do away withthe diseased crypts, a simple 
operation with *the tonsillotome, after first 
having divided any connections between 
the tonsil and the pillars, may be sufficient, 
and on account of its greater simplicity 
may be chosen. 





NECESSITY OF A SCIENTIFIC MEDICAL NOMENCLATURE 


A. Rese of New York feels that the 
physician who does not understand Greek 
and Latin will not understand half of the 
terms used in medicine: It is not a good 
thing for the tyro in medicine to coin new 
names for new operations and diseases. The 
words will be hybrid and incorrect. The 
best manner of getting such terms is for 
them to come from the Greek philologist 
and be correct. During the last year a 
committee has been formed to prepare a 
historical lexicon of the Greek language 
from the times of Homer to the present 


day. This will be done by the greatest 
Greek philologists, with great care, and at 
great expenditure of time and money. A 
knowledge of modern spoken Greek is of 
value in order to apply technical terms 
correctly. Medical scholarship will be 
immensely benefitted by this great work. 
The author suggests that the Academy of 
Medicine appoint a committee to com- 
municate and cooperate with the Greek 
committee and to aid them in their work. 


—Medical Record, April 30, 1910. 
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TWO CASES OF ACCIDENTAL SECONDARY INFECTION OF THE 
FREE PERITONEAL CAVITY * 


THEODORE A. McGRAW, Jr., M. D. 
Attending Gynecologist to St. Mary’s Hospital, Detroit 





These cases are taken from the writer’s 
records of his last service at St. Mary’s 
Hospital, Detroit. They are thought worthy 
of report from the standpoints especially 
of etiology, prophylaxis and treatment; 
for this reason only a brief outline of the 
previous history, symptoms, etc., are given. 

Case I. A. A.—Private case, seen first 
in consultation with Dr. Wm. E. Keane. 
Age 19. Married 11 months. Soon after 
marriage contracted gonorrhea from hus- 
band. She was admitted to hospital suf- 
fering from a very acute attack of right 
salpingitis; had been acutely ill 48 hours 
but had been ailing some weeks. Tempera- 
ture on admission 102°, pulse 118. Extreme 
tenderness over whole lower abdomen, 
slightly more marked on right. Severe 
pain in right iliac region. Bimanual ex- 
amination was impossible without anzsthe- 
tic; profuse vaginal discharge. Her general 
condition however was good. The patient 
was put to bed and given saline cathartics, 
ice bag to abdomen, hot vaginal douches 
and very limited fluid nourishment. Under 
this regimen she showed immediate im- 
provement. The afternoon of the day 
after admission temperature was 99.4°, 
pulse 88. The next morning temperature 
and pulse were both normal and the patient 
was entirely free from pain. The general 
abdominal tenderness and rigidity had 
disappeared. There was still tenderness 


*Read before the Tuscola County Medical Society, 
December 13, 1909. 


and a feeling of soreness over the right ovar- 
ian region. On the morning of the third 
day she felt so well that she begged to get 
up and it was evident that all the acute 
symptoms had subsided. That evening 
the patient’s husband came to visit her 
and brought with him a heavy bundle con- 
taining books and clothing. This he let 
fall upon her abdomen. She at once com- 
plained of severe cutting pain, began to 
shake and perspire and seemed to be suffer- 
ing from shock. Temperature rose to 102.4° 
pulse to 112. She reacted well, but during 
the night the abdominal pain was great. 
I did not see the patient until early next 
morning; then I found a greatly distended 
abdomen, rigid and tender, a dry tongue 
and septic facies. Temperature 101°, a 
rising pulse 124, small and hard. She had 
been vomiting dark greenish fluid. 
Laparotomy was done as soon as possible. 
The whole lower portion of the peritoneal 
cavity was filled with sero-purulent fluid; 
some fresh adhesions of the omentum and 
intestines showed an attempted walling-off 
of the fluid and in fact the upper portions 
of the peritoneal cavity were apparent- 
ly free from exudate. After protecting 
the uncontaminated areas with pads wrung 
out in saline, a portion of the exudate in 
proximity to the wound was mopped up 
with moistened sponges. No irrigation or 
flushing was used. The adnexa and ap- 
pendix were examined. The source of 
infection was found to be the right tube; 
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it was acutely inflamed and partially ad- 
herent to the bowel, with thickened walls 
and enlarged lumen. The ostium was open 
and pus could still be expressed from it. 
It was apparent that it had been distended 
with septic fluid and that the heavy weight 
suddenly placed upon the abdomen had 
forced the sealed fimbriated extremity (as 
there was no perforation of ‘the tube) and 
scattered the contents around the free 
peritoneal cavity. The tube was removed. 
A small double tube of soft rubber contain- 
ing a gauze wick was placed in the lower 
angle of the wound reaching to the pelvis. 
A second drainage tube was placed into 
the cul-de-sac through the vagina. 

Vigorous after-treatment was instituted 
and the improvement was rapid. On the 
fourth day temperature and pulse had 
reached normal. The abdominal drain was 
soon removed and good union obtained. 
Three weeks later a sub-acute inflammation 
of the left tube developed which under 
local treatment subsided into a_ chronic 
condition. Further treatment, however, 
was refused and patient was discharged. 

The next case records a similar condition 
resulting from a different accident. 

Case II. E.H.—City patient. ‘Age 22. 
Single. Admitted to hospital with large 
pelvic abscess. Curettage and posterior 
colpotomy. About 14 0z. of pus evacuated. 
Cavity drained with a T tube of soft rubber. 
There was a profuse discharge for several 
days and it was not until the sixth day that 
the tube was withdrawn and a small strip 
of gauze inserted to prevent too early clos- 
ing of the sinus. Three days later this 
came away and, as the patient’s con- 
dition was satisfactory, it was not replaced. 
Two days afterwards she complained of 
feeling badly. Loss of appetite and general 
malaise. She had about one degree of fever. 
Suspecting that there had been a re-accum- 
ulation of pus due to closing up the sinus, 
the patient was placed on an examining 
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table and the sinus easily re-opened. A 
small amount of very thick foul-smelling 
pus showed. In order to thoroughly cleanse 
cavity preparatory to renewing drainage, 
it was washed out with 4% Lysol solution. 
The opening was so small that the only 
douche-tip at hand that could be used was 
« small curved one of silver. This was 
used with all reasonable precautions: the 
stream was tested as to temperature and 
force; the tip was inserted very gently and 
without meeting any obstruction for about 
# of an inch and there was an immediate 
return flow. In about a minute the patient 
shook violently and complained of ‘‘feeling 
very nervous.’ She turned very pale and 
began to perspire. Treatment was at once 
discontinued and she was taken back 
to bed and placed in the Fowler position. 
Here she exhibited symptoms of extreme 
shock: profuse perspiration, cold extremi- 
ties, pinched features, repeated chills and 
irregular pulse of about 122. Stimulants 
by mouth and hypodermic were given and 
external heat applied. An hour later she 
had reacted well but complained bitterly 
ot knife-like pain throughout the whole 
abdomen. Nausea, but no vomiting. Ex- 
amination revealed board-like rigidity of 
the abdomen with moderate tenderness 
to pressure. Temperature 1o0.2°, pulse 112. 
Four hours later, n) improvement having 
taken place, and the whole picture so surely 
one of beginning diffuse peritonitis, expect- 
ant treatment was abandoned and lapar- 
ot’ my performed. 

The peritoneal cavity .was found filled 
with fluil which seemed diffusely spread in 
all directions; there were no fresh adhesions 
and the omemtum could not be brought 
into view. Some of the exudate was 
mopped up; the characteristic odor of 
lysol could not be detected. Further ex- 
amination showed the pelvis choked with 
inflammatory masses on either side of a 
uterus ‘frozen’ in between. 
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The patient’s condition not being such 
as to warrant a prolonged operation, the 
treatment of the latter condition was left 
to subsequent operation. 

Because of the wide distribution of the 
fluid multiple drainage was used in the 
form of four strips of hygroscopic gauze 
extending in as many directions, together 
with a soft rubber tube containing a wick 
of gauze and reaching into the pelvis; all 
drains had exit at the lower angle of the 
wound, care being taken not to place them 
between loops of intestine in order to min- 
imize chances of post-operative ileus. In 
addition a T tube of soft rubber was in- 
serted through the vaginal opening into 
the cul-de-sac. 

Patient made good recovery; on her 
fourth day also temperature and pulse 
reached normal and all peritoneal symp- 
toms had subsided. With careful building 
up her condition steadily improved and 
three weeks later double salpingo-oophor- 
ectomy was done, the adnexa on both sides 
being so diseased that is was impossible to 
to save any part of them. Uneventful 
convalescence. 


A fairly extensive examination of the 
literature of the last decade confirms my 
belief that the accident recorded in Case 
Iisa very rare one. Leakage of pus from 
an imperfectly sealed ostium is of course 
not uncommon, but it is usually a slow 
process which gives rise to a peritonitis 
limited by adhesions to the immediate 
vicinity of the tube. Also there are cases! 
reported where such leakage has resulted 
instead in a diffuse peritonitis, presumably 
by reason of either an especially virulent 
organism or a lowered peritoneal resistance 
or the combination of the two. Either of 
these two occurrences must be distinguished 
from that obtaining in this case: namely, 
the sudden forcible evacuation of the con- 
tents of the tube as a result of external 
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trauma. Cases most nearly approximat- 
ing the one reported are those of diffuse 
peritonitis resulting from pressure on a 
pus tube and the expression of its contents 
either during labor? or in manipulation 
during examination or operation.? Rupture 
of a pus tube (perforation of the wall) is 
a parallel accident although I believe not 
quite as rare. Bonney‘ in a recent article 
reports such a case of his own and also 
forty-four others. 

Rupture of an appendicular abscess 
through external violence is of course not 
uncommon; how many such are ruptured 
either during the surgeon’s examination 
or during preparation of the abdomen for 
operation one can not say, but I think 
such cases are more numerous than is 
generally believed. In suppurative lesions 
of the adnexa the same sort of traumatism 
may of course give rise to the same result, 
though the occurrence is far less common 


‘both because generally the adhesions are 


firmer and the pus either sterile or less 
virulent. This brings us to a matter per- 
haps somewhat irrevalent to the subject 
under discussion, but one I believe of such 
importance as to excuse the digression. 
There can be no doubt that in any sup-’ 
purative condition in the abdominal cavity 
such traumatism is a real and ever-present 
danger and one that is too generally over- 
looked. When you consider to what the 
patient and the patient’s walled-off abscess 
has to submit before the incision is made, 
is it not a miracle that diffuse peritonitis 
is not more common than it is? First of 
all the family physician makes an examina- 
tion, percussing and palpating, using ‘‘deep 
pressure” or perhaps in bimanual examin- 
ation attempting to squeeze the offending 
organ between his hands! Should the 
abscess or pus tube still resist it must 
undergo a second and not less strenuous 
ordeal at the hands of the surgeon, who in 
turn is followed, when the patient arrives 
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at the hospital by the house surgeon. 
Next the nurse, zealous for skin asepsis, 
scrubs and rubs and then rubs and scrubs 
again. Finally the assistant has a chance 
and vigorously scrubs the abdomen under 
the watchful eye of the surgeon. How can 
it profit to scatter pyogenic bacteria 
throughout uncontaminated portions of 
the peritoneal cavity for diagnostic pur- 
poses or in the vain attempt to render the 
skin aseptic? Both the student and the 
nurse should be taught that an efficient 
examination can be made and the skin can 
be rendered reasonably aseptic without 
danger to the patient, and that roughness 
is aS unnecessary as it is inefficient. 
Comment on Case II brings up the 


question of the use of irrigation in the 
post-operative treatment of pelvic abscess. 
Irrigation of the cavity during the opera- 
tion of posterior colpotomy is a procedure 
that few operators would not condemn on 
account of the danger of washing into the’ 


free peritoneal cavity. Washing out of 
the sinus several days after the operation 
for conditions as they existed in Case II, is, 
on the other hand, a very usual step in the 
treatment. Kelly, Mallett,® Garrigues’ and 
others give it sanction. The writer has done 
it many times with no untoward effects. 
Yet the experience reported above shows 
that it can be a dangerand itis always, I 
believe, an unnecessary risk. Simple re- 
opening of the sinus with renewal of drain- 
age orat the most careful wiping out of the 
cavity will serve every purpose and mini- 
mize the danger; for even if the free peri- 
toneal cavity is entered, the chance of 
complication, with good dependent drain- 
age, is slight. Should this accident occur 
during irrigation the reverse is true: after 
an abscess is opened through the vagina, 
the pus, which is often previously sterile, 
becomes contaminated with bacteria from 
without; so consequently great quantities 
of bacteria in suspension in the irrigation 
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fluids are spread diffusely over the peri- 
toneum. It is true that in the vast majority 
of cases the adhesions surrounding the 
abscess cavity are strong enough (using 
reasonable precautions) to prevent such 
an accident, but the value of the procedure 
does not seem great enough to counter- 
balance the risk. 

It is an interesting fact that although a 
solution of lysol was used and that some 
of it (I believe the amount was small for, 
as has been mentioned, the return flow 
was immediate) entered the free peritoneal 
cavity where it would naturally be ab- 
sorbed, the symptoms which followed were 
not those of lysol poisoning. They were 
rather those same symptoms of shock that 
developed in Case I and which are com- 
mon to perforation cases and in fact to 
any case in which the peritoneal cavity is 
suddenly invaded. There have been many 
cases of lysol poisoning reported,®® especial- 
ly from Germany, where the antiseptic is 
frequently taken with suicidal intent. 
Hammer” and Birnbaum,!! however, each 
report a fatal case following irrigation of 
the postpartum uterus, using a 1% and a 
4% solution respectively. The symp- 
toms were those of extreme depression of 
the cardiac and respiratory centers with 
slowing pulse and respiration and death 
from asphyxia. The fact that none of 
these symptoms were present in any degree 
and that the exudate did not smell of lysol 
brings me to the conclusion that the pro- 
fuse serous exudate found on opening the 
peritoneum was mainly increased peritoneal 
fluid due to the peritonitis mixed with 
only a very small amount of the irrigating 
fluid which has served as a medium for 
the dissemination of the bacteria. 

Indeed, had any large amount of lysol 
solution come in contact with the periton- 
eum, should we not have expected in 
addition to the poisoning, a chemical peri- 
tonitis and, from the action of the antisep- 
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tic on the bacteria, a sterile exudate? It 
is much regretted that the absence of a 
bacteriological report forbids exact knowl- 
edge on this point, but clinically the case 
gave every evidence of being one of severe 
bacterial infection. 

In regard to treatment it is my opinion 
that early operation, when possible, is 
the only one that should be considered 
in cases such as have been reported here; it 
forcstalls further extension of the infection 
and relieves the condition before toxemia 
has further lowered the patient’s vitality 
and resistance. 

It should be the aim of the surgeon 
primarily to accomplish three things: to 
remove or close the source of infection; to 
provide for drainage; to get into and out 
of the abdomen with as much speed and 


as little traumatism as possible. I do not 


use irrigation because it is impossible to 
wash out the whole cavity and it is possible 
to spread the infection to an as yet uncon- 


taminated part of the peritoneum, and, 
perhaps, wash out defending phagocytes. 
All gauze that comes in contact with the 
peritoneum is first wrung out in hot saline; 
this lessens the danger of trauma (by fric- 
tion to the peritoneum) and the consequent 
opening up of fresh avenues to the infec- 
tion. In operating upon future cases of 
diffuse peritonitis one step, I think, may 
well be omitted: that of mopping up fluid 
exudate. Murphy“has proved by the 
wonderful success of his technique that 
this is unnecessary; any unnecessary step 
is unwarranted because it both prolongs 
the operation and traumatizes the peri- 
toneum. Exudates of fibrin on the in- 
testines should be let alone for the same 
reason; they also prevent absorption of 
toxines and the egress of bacteria from 
the intestines. 

Experience has taught us that drainage 
is invariably indicated in these cases; 
Murphy has taught us the reason. “The 
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relief of pus tension is the first surgical 
step toward retarding absorption in all 
acute infections.’’ Drainage relieves that 
tension. Where the source of infection 
has been the female generative organs, it 
is my custom to carry one drain through 
the vagina into the cul-de-sac; then if an 
abdominal drain is also required, it may 
be removed early with little danger of 
post-operative hernia. One silkworm gut 
through and through suture is placed at 
the site of the drain at the lower angle of 
the wound and left untied. As soon as 
the drain is removed, the stitch is tied and 
usually an immediate firm union results. 
If union fails we are no worse off than if 
the attempt had not been made. I prefer 
a fenestrated rubber tube (not too stiff 
or ulceration of the gut may occur) in 
which runs a gauze wick; the abdominal 
end of the wick cut flush with the end of 
the tube, the external end left long and in 
contact with a copious gauze dressing; 
this favors capillary drainage. 

The post-operative treatment I consider 
of as much importance as the operative 
and I believe contributed greatly to the 
recovery of these two cases. Before the 
patient comes out of the anesthetic, the 
stomach is thoroughly washed with normal 
saline; by thoroughly I mean until the 
washings return clear. This is a routine 
measure in all cases of ether anesthesia. 
Ridding the stomach of the mixture of 
mucus, saliva, and ether, which has been 
swallowed, reduces materially the post- 
operative nausea and vomiting and adds 
greatly to the comfort and well-being of 
the patient. In peritonitis cases it is 
invaluable; it cleanses the stomach of the 
products of intestinal regurgitation and, 
as pointed out by Ochsner,” inhibits per- 
istalsis. 

From the time the patient leaves her 
bed until her return to it, especial care is 
taken that the body be as little exposed 
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as possible; loss of heat adds greatly to 
the shock and favors pulmonary complica- 
tions. 

Finally, and perhaps most important of 
all, Fowler’s position and Murphy’s proc- 
toclysis are routine measures. The value 
of which procedures are now so univer- 
sally recogriized as to make further com- 
ment upon them superfluous. 

In conclusion, it will be seen that the 
treatment of these cases corresponded in 
all essential details to that laid down by 
Murphy and the writer wishes to add them 
to’ the record, daily growing longer, of 
recoveries due to this essentially sane and 
scientific method. 
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SURGICAL SUGGESTIONS 


Do not advise amputation for every case 
of bone sarcoma—the results of resection 
are about as good and not nearly so 
mutilating. —American Journal of Surgery. 


The administration of thyroid extract 
in a case of delayed union after fracture 
will do no harm and may do good.— 
American Journal of Surgery. 


The exhibition of the x-rays or the Finsen 
light seems to be the best treatment for 
post operative keloids—American Journal 
of Surgery. 


Cicatricial stenosis of the uterus has been 
the result of too vigorous curettage and 
of the intrauterine application of caustics. 
—American Journal of Surgery. 


To avoid troublesome hemorrhage in 
operations for tuberculous glands of the 
neck first expose the internal jugular vein. 
—American Journal of Surgery. 


ELECTRIC ANA‘STHESIA 


Marcus M. Johnson of Hartford, Conn., 
gives a summary of the production of 
anesthesia by means of electricity as it was 
shown by Dr. Louise Rabinovitch in a 
case operated on for amputation of four 
toes. The patient felt absolutely no pain 
even when healthy tissue was cut into. 
The anesthesia was obtained by the use of 
storage batteries sending a current through 
electrodes placed over the nerves supplying 
the tissues to be anesthetized. The nega- 
tive electrode was applied over the sacrum, 
and three positive ones over the anterior 
crural, anterior tibial, and posterior tibial 
nerves. The capacity of the storage bat- 
teries Was 100 amperes, and the current 
was interrupted 6,000 to 7,000 times per 
minute. Anesthesia began as soon as the 
electrodes were applied, and there were no 
bad effects, the patient sitting up in bed 
two hours after the operation —Medica! 
Record, April 23, 1g10. 
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EDITORIAL 


ENFORCING MEDICAL PRACTICE LAW 

In the JouRNAL OF THE MICHIGAN 
>TATE MepicaL Society for May, 1906, is 
an article by Dr. H. A. Powers, detailing 
the history of the enforcement of the Med- 
ical Practice Law. At that time charge 
was made against Allan Raymond of the 
Raymond Spinal Treatment Co. for prac- 
ticing medicine without a license. The 
fulltext of Judge Walter H. North’s charge 
to the jury is published. 

In this charge Judge North defined the 
Practice of Medicine, as contemplated 
by the Medical Practice Law of the State 
of Michigan as follows: 

“The Practice of Medicine, as that term 
is used in the statute under which this 
action is brought, means the exercise or 
performance of any act by or through the 
the use of any thing or matter as by things 
given or applied whether with or without 
the use of drugs or medicine by a person 
holding himself or herself out as able to 
cure diseases, er the causes of disease, 
with a view to relieve, heal, cure, or having 
for its object the prevention, healing, cur- 
ing or alleviation of disease.”’ 

So far as we know this was the first 
legal definition of the practice of Medicine 
given in Michigan, and this definition has 
been repeated in the Recorder’s Court in 
Detroit. It has never been interpreted 
by the Supreme Court, and until the 
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higher court establishes a different defini- 
tion, this one must stand, as the accepted 
law of Michigan. 

In the case of the People vs. Allan Ray- 
mond it was admitted by both sides that 
said Raymond had a sign before his place 
of business reading in large letters, ‘‘The 
Raymond Spinal Treatment Company. 
Successfully Treat the Causes of All Acute 
and Chronic Diseases.”” It was also ad- 
mitted that Raymond was not a physician, 
and had not received a certificate of regis- 
tration from the Board of Registration in 
Medicine of the State of Michigan. 

The question of conviction hinged wholly 
upon the definition of ‘‘Practice of Medi- 
cine,’’ but even with the definition above 
given the jury disagreed, standing eleven 
for conviction and one for acquittal. 


ANOTHER DEFEAT 


May goth, the case of Dr. T. H. Oliver 
charged with employing a capper, drummer 
or solicitor came up for trial, also before 
Judge Walter H. North in the Circuit 
Court of Calhoun County. 

In this trial it was shown by the defense 
that the “capper employed the doctor.”’ 
The whole case hinged again upon the 
interpretation of the law,—upon what is 
contemplated by the word “employ” as 
used in the statute. 

The defense admitted, in fact their 
witnesses swore, that the doctor was con- 
nected with the capper, Vurpillat, but that 
he was an employee, acting upon a salary. 

Again in his charge to the jury, Judge 
North defined and expounded the meaning 
of a hitherto untested medfcal practice law. 

The law reads: 

“Any physician or surgeon engaged in 
the practice of medicine in this state, who 
shall employ any solicitor, capper, or 
drummer for the purpose of procuring 
patients, etc.” 
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The charge to the jury was as follows: 


“You should not give to the word 
‘employ’ the narrow meaning of one per- 
son employing another in his service for 
hire, the one being the employer, and the 
other the employee; for if the offense is 
otherwise established, it would not be a de- 
fense that Dr. Oliver was employed by Mr. 
Vurpillat, instead of Mr. Vurpillat being 
employed by Dr. Oliver. The particular 
business arrangements between these two 
men cannot render the law ineffective 
provided that in the practice of medicine, 
the defendant knowingly uses or reaps 
the results of the soliciting or drumming 
of another in securing patients; it would 
not matter whether the benefits thus derived 
by the Defendant came to him by the way of 
weekly salary paid him for such practice 
of medicine, or by way of such fees as are 
regularly paid to a physician.” 

This is as clear cut a charge and defini- 
tion as one could well ask, and according 
to this charge, the defense proved their 
own criminality by their own witnesses, 
yet the jury rendered a verdict of not guilty. 


WHY? 


Here are two cases which have been 
tried by the Circuit Court of Calhoun 
County, involving the Medical Practice 
Law. In both cases the question has 
hinged upon the interpretation of the law 
by the Circuit Judge. In both cases he 
has given a clear cut definition of the law. 
The jury in the first case disagreed—a 
virtual acquittal, for we have never been 
able to get the case retried; and in the 
second case the verdict was unequivo- 
cally—not guilty. 

Is the trouble the fact that the average 
American jury cannot understand the law 
as it stands upon our statute books, and 
as it is expounded by the presiding judge? 
In other words, is the language of law, and 
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of professional men, unintelligible to the 
average layman who sits on juries? 

Or, is the trouble ambiguity of the law? 
Judge North has suggested a modification 
of the law involved in the present case 
by inserting the words, ‘‘incident to which 
practice there shall be employed or used ”’ 
for the words ‘“‘who shall employ.” This 
change would so modify the law in 
question that it would more palpably 
mean what Judge North interpreted it 
to mean in his charge,—but, would that 
remedy the matter? ._ The Judge told the 
jury they must take the lawas he gaveit to 
them, whether they endorsed it or not,— 
and they acquitted the defendant. 

Or, is the real trouble the fact that the 
people do not wish the protection the 
medical profession are straining every 
effort to give them? We have trouble 
enough to get our proposed legislation 
enacted—because the people seem not to 
want it;—and then we have more trouble 
getting it enforced, because the jury 
(the people) will not render their verdict 
in accordance with the law as given them 
by the presiding judge. 


POLITICS 


Whatever we do, let us make sure that 
all the candidates at the coming primaries 
are pledged to enact no vicious medical 
laws, but to be governed by the organi- 
zed medical profession in all such questions 
which may come up before the legislature. 

Remember that the Profession of Ken- 
tucky woke up to this question and this 
year have been represented in their Ken- 
tucky Legislature by twelve physicians. 
These physicians, with the aid of other 
members who are not hostile to the interest 
of the medical profession, have succeeded 
in carrying through the whole legislative 
program of the Kentucky State Medical 
Association. 
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Michigan will select a new legislature 
this fall, and the men composing it will 
be getting their petitions signed soon. 
Remember, again, that the Michigan State 
Medical Society, and the Medical Profes- 
sion in general, may have a legislative pro- 
gram. It can be carried out in toto if we 
exercise the proper precautions during 
the next few months, and see that the 


candidates are correctly instrifcted, or 


furnish the candidates ourselves. 






MEDICAL DEFENSE IN OHIO 


The House of Delegates of the Ohio 
State Medical Association, in session May 
11, 12, and 13, at Toledo, unanimously 
adopted an efficient plan of medical de- 
fense, to go into effect Jan. 1, 1911, if 
accepted by two thirds of the County 
Societies. In the main, the details of the 
Ohio plan are similar to those of the 
Michigan plan, except that Ohio’s per 
capita tax is $1 per year while Michigan’s 
is $1.50 for the first year and $1 each 
subsequent year, and Ohio does not have 
the retroactive feature. 

As in Michigan, the state wide organi- 
zation is a development of the work of one 
society, Lucas Co. (Toledo), where a suc- 
cessful plan has been in operation for 
several years. 


COUNTY SECRETARIES, ATTENTION! 


The chairman of the Medico-Legal Com- 
mittee requests that the County Secretaries 
in every instance, when sending in defense 
dues after June 1st, should send in the date 
when each member paid his dues, because 
the By-Laws require that no case shall 
be defended the cause of action of which 
occurred while the defendant was in arrears, 
if he was in arrears after June 1st. This 
provision was inserted for obvious rea- 
sons—the date was placed late enough in the 
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year, and this By-Law will be strictly 
followed by the Committee, that justice 
may be rendered to those who are prompt 
in payment. 

County Secretaries are cautioned that 
in all reports after June ist the date of 
payment to the County Secretary must 
accompany the name and remittance, else 
the name will be entered as in arrears to the 
date when the remittance was received 
in the office of the State Secretary. 


ANNUAL MEETING AMERICAN MEDICAL 
ASSOCIATION 


The American Medical Association will 
meet in St. Louis, Mo., June 7-10, as was 
announced in these columns two months 
ago. St. Louis is centrally located, easy of 
access from Michigan, and not so far away 
but we should have a good attendance. 
Headquarters will be at the Southern 
Hotel and the meeting places for House of 
Delegates and Sections along Grand Avenue 
as follows: 

Registration, Scientific and Commercial 
Exhibits, Post Office, Coliseum. 

President’s Reception, First Regiment 
Armory. 

General Session, Odeon Theat: e. 

House of Delegates, St. Louis Medical 
Society. 

Ophthalmology, Aschenbroedel Hall. 

Practice of Medicine, Third Baptist 
Church. 

Obstetrics and Diseases of Women, Y. 
M. C. A. Building. 

Pathology, Y. M. C. A. (Lecture Hall). 

Laryngology and Otology, Sodality Hall. 

Diseases of Children, Grand Avenue 
Presbyterian Church. 

Pharmacology and Therapeutics, Del- 
mar Avenue Congregational Church. 

Nervous and Mental Diseases, St. Louis 
University Library. 
Surgery, Odeon Theatre. 
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Dermatology, Odeon Theatre (Recital 
Hall). 


Preventive Medicine, Knights of Colum- 
bus Building. 


Stomatology, Y. M. C. A. Building 
(Small Hall). 


The Central Passenger Association has 
made the uniform rate of one and one-half 
fare for the round trip to this meeting, on 
the certificate plan. This will apply to 
all points in Southern Michigan. The 
Michigan Central and Illinois Central Rail- 
roads will run a special train of sleepers 
from Detroit and intermediate points to 
St. Louis, leaving Detroit at 1:40 P. M., 
June 6, and arriving at St. Louis at 7:24 
A. M.,the 7th, in ample time for registra- 
tion and the first session of the meeting, 
with no change at Chicago. Passengers 
in Southern Michigan can take this train 
at Junction Points. Réservations should 
be made through Mr. R. N. R. Wheeler, 
T. A., Battle Creek, Mich., or Mr. J. S. 
Hall, A. G. T. A., Detroit, Mich. If 
there are a sufficient number going from 
Grand Rapids or vicinity to pay, a special 
sleeping car will run from there and 
attach to the official train at Kalamazoo. 


For the Northern Peninsula the follow- 
ing lines have made a rate of one and 
one-half fare. 


C. M. & St. P. all points. 
C. & N. W. all points. 


Copper Range R. R. all points. 


Soo Line from points in competition with 
other lines that have authorized reduced 
rates. 


Tickets will be on sale June 4th to 8th 
inclusive and good returning up to June 
20, or upon deposit of ticket and $1.00 an 
extension until July 20 may be secured. 


As many as possible from Michigan 
should attend this meeting. 


- Jour. M.S. M.S. 


BAY CITY MEETING 

Arrangements are being made for the 
Bay City meeting of the Michigan State 
Medical Society and definite announcement 
will be made in an early number of the 
JournaL. The Headquarters will be Wen- 
onah Hotel, capacity 155; rates, American 
plan $2.50 to $4.00, European $1.00 to 
$2.50. Other hotels are: Republic 55 
rooms, $2.00 to $2.50; Imperial, 32 rooms, 
European, single room 75c to $1.50, 
double $1.25 to $2.50—a s5oc dinner; 
Rouech House, European, soc to 75¢. 

The committe is making plans to enter- 
tain 500, therefore you need not stay 
away for fear of accommodations. 


NATIONAL LEGISLATION 


Senator Smith and Congressmen Town- 
send, Dodds and McLaughlin of Michigan 
have expressed themselves in favor of the 
Owen bill on Public Health. Let us urge 
the others to do likewise... 





IN MEMORIAM 








Dr. O. P. Barker of Saginaw died April 
26, from Bright’s disease. He was a grad- 
uate of Bellevue Hospital Medical College, 
1870, was division surgeon of the Michigan 
Central and Surgeon in Chief of the Pere 
Marquette. During the Spanish War he 
was Surgeon-major of the 35th Michigan 
Volunteers, and Division Surgeon of the 
Third Army Corps. Formerly he was a 
member of the Saginaw County Medical So- 
ciety and the Michigan State Medical Society. 

Dr. Harry R. Morris of Sebewaing died 
April, 1910, of pe:nicous anemia, aged 
thirty-seven. He graduated from the Sagi- 
naw Valley Medical College of Saginaw in 
1897, and was formerly a member of the 
Huron County and Michigan State Medical 
Societies. 
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A 
ENFORCING MEDICAL PRACTICE LAW 


STATE OF MICHIGAN 
THE CIRCUIT COURT FOR CALHOUN 
COUNTY 
THE PEOPLE 


vs. 
DR. T. H. OLIVER 


Present, Honorable Walter H. North, Circuit 
Judge and a Jury. 


APPEARANCES: 

For the People appeared Howard W. Cavan- 
augh, Pros, Att’y. 
For the Defendant appeared Joseph L. Hooper. 


The above entitled cause having come on to 
be heard in open court at the Court House in 
the City of Marshall, Calhoun County, Michigan, 
in the Circuit Court for said County, and a jury 
having been duly empanelled, the following 
proceedings were had: 


OPENING STATEMENT BY Mr Cavanaugh. 
If the Court pleases and the Gentlemen of 
the Jury: 
The people in this case claim that Dr. T. H. 
Oliver, the respondent in this case. isa practicing 


physician and surgeon duly registered in the 
State of Michigan and the County of Calhoun 
to practice medicine, has been for the purpose 
of obtaining business as such physician and 
surgeon employing another person, a man named 
Vurpiilat for the purpose of obtaining patients 
and the people expect to prove that in this way: 

That between the 25th of March and the 
llth of April in the city of Battle Creek that 
Dr. Oliver, who came there from outside the 
city rented an office in what is known as the 
Niles Bryant School of Piano Tuning Building 
on the corner of North Division and Marshall 
Streets; that he through his agent, as we claim, 
a person employed by him for that purposes 
a Mr. Vurpillat, inserted advertisements in all 
the Battle Creek newspapers announcing the 
fact that they had a new discovery; that they 
erected there on the corner of North Division and 
Marshall streets a stand covered or partially 
covered by canvas, and held nightly meetings 
there with music and bands, etc; that on the 
start they had carriages and horses and on the 
blankets they had in big letters the word ‘‘Vur- 
pillat” and I think some other words—I am not 
certain what they were; that this was done for 
the purpose of advertising Dr. Oliver as a physi- 
cian and surgeon. That each paper in Battle 
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Creek had a double column advertisement 
announcing the new discovery by Mr. Vurpillat 
and the ad. was changed each day in some 
respects until finally it wound up by stating 
that the office wis in charge of Dr. Oliver and that 
the consultation hours were between such and 
such times; I think the consultation was free— 
etc. Inother words, referring every person who 
read the ad. to Dr. Oliver as consulting physician, 
We also expect to show that each night at these 
nightly meetings that Mr. Vurpillat would 
~mnounce certain things there and what had 
been done and what could be done, and finally 
would wind up his harangue by stating that 
Dr. Oliver was in charge of the office, the same 
as the ad, and that any person desiring con- 
sultations, etc., could go there; whether it was 
free or not I do not know. But that in brief 
is the claim of the People here, that Dr. Oliver 
a regular practicing physician and surgeon in 
the State of Michigan, employed here means of 
getting patients to his office, in violation of the 
statute which prohibits that sort of thing. 


Mr. Hooper: I think I will make our state- 
ment of the defense in this case now so that you 
may better understand the case as it goes along. 

The Prosecution have charged this man with 
having Mr. Vurpillat in his employ as a solicitor, 
capper or drummer in getting business: We 
will show that Mr. Vurpillat has been in this 
business for a long time. That something like 
three weeks ago he employed Dr. Oliver, who 
had previously been a practicing physician, 
to come with him and go with him to places 
where he went and act as a consulting physician 
for the people. We expect to show that Vur- 
pillat is not in Dr. Oliver’s employ, but that 
Dr. Oliver is in Mr. Vurpillat’s employ and he 
has been for three or four weeks past, and we 
expect to argue to you that this is no violation 
of the law and that the situation is reversed 
from what the prosecution have stated to you. 
That Dr. Oliver is a regular physician both in 
the old school and the homeopathic school; that 
he has been practicing for twenty-one years in 
this state and elsewhere as a lawful practitioner; 
that he has a lawful license to practice in this 
state and county, and that he is an employee, 
at a salary, of Mr. Vurpillat; and that Mr. Vur- 
pillat is not a doctor and refers to him people who 
wish medical advise. Mr. Vurpillat sells pro- 
prietary medicines, and if the people wish 
special treatment, Mr. Vurpillat not being a 
doctor, and not having the right to prescribe 





310 


for them, refers -hem to this doctor whom he 
keeps in his employ as a paid employee. That, 
Gentlemen, is our defense in this case. 

Mr. Cavanaugh: Will you admit on the record 
that Dr. Oliver is a regular practicing physician? 

Mr. Hooper: We will admit that Dr. Oliver 
is a regular practicing physician and surgeon 
of 21 years standing in the Homeopathic school 
of medicine and in the Old School of Medicine. 

Mr. Cavanaugh: And registered in Calhoun 
County? 

Mr. Hooper: 
County. 

Briefly: The testimony for the prosecution 
is as follows: 


And registered in Calhoun 


A medicine show was being conducted on the 
corner of N. Division and Marshall streets, 
Battle Creek; that one Vurpillat harangues 
the people from the bench and extolls the won- 
ders of his ‘‘New Discovery;” that he announces 
that ‘‘the office’’ is in charge of Dr, Oliver, whose 
hours are given, and where consultation is free. 

Newspaper advertisment was also introduced 
in evidence showing that Vurpillat advertises 
in the papers, and that the ad. closes by stating 
that the office is in charge of Dr. Oliver, is open 
daily, and those desiring may consult him there 
between certain hours. 

It was testified that once Dr. Oliver’s picture 
was published in the paper in connection with 
the Vurpillat advertising. 

None of the witnesses heard the lecturer, 
Vurpillat, make any reference in his public talk 
to his employing, or being employed by, Dr. 
Oliver. 

For the defense, Mr. Wm. Vurpillat testified 
that he had been conducting this business for 
nie years; that he had known Dr. Oliver for 
three weeks; that he employed the Doctor and 
paid him $50.00 a week; that he secured the 
Doctor through an advertisment in the Detroit 
Free Press, 

Dr. Thomas H. Oliver, testified that he had 
practiced in Detroit eight years, where he was 
on the staff of Grace Hospital five years; that 
he practiced six years in Plymouth; that he 
was for a time an army surgeon on the Island 
of Luzon, P. I., and that for three years he has 
practiced in Saginuw, which practice he gave 
up to enter Mr. Vurpillat’s employ; and that 
he receives $50.00 a week and no other considera- 
tion from Mr. Vurpillat. He testified that he 
knew Mr. Vurpillat’s “lectures” and advertising 
brought him patients; that he did not know 
there was a law making the employment of 
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cappers and solicitors, by physicians, a crime: 
and that he did not know the meaning of the 
word capper. He further testified that he treats 
his patients the same as any physician would, 
not be:ng bound to prescribe Vurpillat’s reme- 
dies. 

At the close of the people’s case the Attorney 
for the Defense moved that the Court direct q 
verdic: of not guilty on the ground that no 
evidence had been presented to show that Dr.: 
Ol.ve > employed a capper, drummer, or solicitor 
as contemplated by this law. Motion denied 
by the Court. 

The motion was repeated at the close of the 
testimony and again denied. 

CHARGE 


The Defendant in this case, Gentlemen of 
the Jury, is charged under the information with 
employing a solicitor, capper or drummer for 
the purpos2 of procuring patients in violation 
of Act No. 157 of the Public Acts of the State of 
Michigan of 1907, which so far as it is applicable 
to this case is as follows: ‘“‘Any physician or 
surgeon engaged in the practice of medicine 
in this state who shall employ any solicitor, 
capper, or drummer for, the purpose of procuring 
patients shall be punished’’ as provided in the 
statute. 

This is as you are already aware a criminal 
case, and the rules governing criminal cases 
prevail here. !n order that the prosecution 
shal! be entitled to a conviction in this case 
they must prove beyond reasonable doubt that 
‘he Respondent is guilty of the offense with 
which he is charged; unless you are so convin- 
ced by the proof offered it is your duty to render 
a verdict of not guilty in this case. The Defend- 
ant is presuméd to be innocent of the charge 
made against him and this presumption should 
follow him through the entire course of the case 
and during your deliberations in the jury room 
until you are satisfied beyond a_ reasonable 
doubt of his guilt. Until such presumption 
of innocence is removed and until you are satis- 
fied of his guilt beyond reasonable doubt he 
is entitled to the benefit of the presumption of 
innocence. 

In this case, I may say to you that the issue 
involved here, is somewhat narrowed by the 
fact that there is no controversy, or dispute, on 
the part of the Defendant that the Doctor is 
a regularly licensed physician engaged in the 
practice of medicine in the County of Calhoun 
or was at that time when this suit was brought 
against him: so really the only issue to be deter- 
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mined here is whether or not, within the terms 
of the statute,a capper, drummer or solicitor 
i. employed incident to such practice and in 
such a way as to constitute a violation of the 
statute. 

Now to pass intelligently upon this case you 
ought to consider, and must consider, the sense 
in which this word ‘‘employ” is used in this 
statute. You will recall that the wording of 
the statute is that any physician or surgeon 
engaged in the practice of medicine in this state 
who shall employ a solicitor, capper or drummer, 
and so forth, shall be guilty of the offense herein 
defined. This word ‘“‘employ’”’ comes from the 
Latin word ‘‘implicare’’ which has among other 
meanings the following: to implicate or to use. 
it is evident that the Legislature which enacted 
this law, intended to prevent the use of a solici- 
tor, capper or drummer incident to the practice 
of medicine by a regularly licensed physician, 
and therefore you must give to the word used 
in‘the statute such meaning as will carry out 
t-e purpose of the legislature and will prohibit 
the practice of medicine, or the solicitation of 
patients by a regularly licensed physician, in 
such a way as to involve, or to implicate, or to 
use the services of a solicitor, capper, or drummer. 

You should not give to the word ‘‘employ”’ 
the narrow meaning of one person employing 
another in his service for hire, the one being 
the employer and the other the employee; for 
if the offense is otherwise established, it would 
not be a defense that Dr. Oliver was employed 
by Mr. Vurpillat instead of Mr. Vurpillat being 
employed by Dr. Oliver. The particular busi- 
ness arrangements between these two men can- 
not render the law ineffective, provided that 
in the practice of medicine that Defendant 
knowingly uses or reaps the results of the solic- 
iting or drumming of another in securing patients; 
it would not matter whether the benefits thus 
derived by the Defendant came to him by way 
of weekly salary paid him for such practice of 
medicine or by way of such fees as are regularly 
paid to a physician. 

{n considering the case you should bear in 
mind that it is claimed by the Defendant that 
the drumming, capping and soliciting done was 
incident to the sale of proprietary remedies by 
Mr, Vurpillat and not for the purpose of pro- 
curing patients or business for the Defendant, 
who sees and consults with his patients at a 
place separate and apart from the place where 
such proprietary medicines are sold by Mr. 
Vurpillat. If you find that this is true, or if 
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from the evidence you have a reasonable doubt 
as to its being true, and therefore a reasonable 
doubt as to the guilt of the accused, you should 
render a verdict of not guilty. In considering 
this phase of the case you should bear in mind 
that Mr. Vurpillat, who claims to be engaged 
in the sale of proprietary or patent medicines, 
has a perfect right to use such people as by the 
statute have been termed solicitors, cappers, or 
drummers, in the sale of his proprietary medicines 
that is not a violation of the law, and if you find 
that this soliciting, which is admitted to have 
been done, and the drumming, capping and so 
forth, was solely incident to the sale of the 
proprietary remedies and not used :n connection 
with the prescribing done by the Defendant, or 
the business which he carries on, or for the pur- 
pose of securing patients, you should render 
a verdict of not guilty. If the defense raised 
in your mind a reasonable doubt as to that, he 
is entitled to the benefit of the doubt. If, how- 
ever, you find beyond reasonable doubt that the 
Defendant, Dr. Oliver, is carrying on a practice 
of medicine and incident thereto and for the 
purpose of promoting such business is using a 
solicitor, capper or drumme~, you should render 
a verdict of guilty regardless of whether the 
doctor is an employee of the solicitor or whether 
the solicitor is in the employ of the doctor. 

As I have told you in so many other cases 
you, as jurors, are the sole judges of the facts 
involved here, and those facts are t» be deter- 
mined from the evidence given upon the wit- 
ness stand, and in passing upon the issues of 
.acts you have to determine the measure of 
credibility you will give to each part of the testi- 
mony. Along that line I say to you that the 
fact has been shown to you that the witness 
Vurpillat is a vendor of proprietary and patent 
medicines, that fact should not of itself, standing 
alone, affect his credibility, and such a business 
is not of itself illegal. You should accordingly 
weigh the evidence of this witness, Mr. Vur- 
pillat, in the same way and in the light of the 
same rules that you would that of any other 
witness, considering of course any interest that 
he may have in the outcome of the case. 

The Defendant, Dr. Oliver, has taken the 
witness stand as a witness in his own behalf 
and his testimony should be considered by you 
and weighed by you in the light of the same 
rules that you would weigh that of any other 
witness, considering of course his interest in the 
outcome of thiscase. You have a right and it 
is your duty to weigh the testimony given by 
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each witnes upon the stand and to consider 
any possible interest that such witnesses may 
have in the outcome of the case as affecting his 
credibility. The question as to whether the 
employment and contractual relation of Dr. 
Oliver with the witness, Mr. Vurpillat, is ethical 
or professional is not for you to decide in this 
case and should not have any weight in your 
deliberations. Unless you are satisfied of his 
guilt of the offense charged, regardless of his 
professional conduct in accepting the employ- 
ment he claims with the witness, Mr. Vurpillat, 
your verdict should be in favor of Dr. Oliver 
and one of not guilty. 

Something has been said to you during the 
course of the arguments about the disastrous 
results which would follow the verdict of guilty 
as affecting the Defendant in this case: I may 
say to you that those are matters which, severe 
as they may seem to you, you should wholly 
disregard in the course of your deliberations. 
Each man must take the consequences of his 
own acts in this world, and violations of the 
criminal law are invariably followed with severe 
results, but that is not a reason that the jury 
should entertain, as affecting your verdict one 
way or another. 


Your verdict must rest solely upon the evi- 
dence in the case. Further the fact, that, as 
appears in the testimony given here the doctor 
was ignorant of the fact that we had such a 


NEWS Jour. M.S.M.S. 

aw on our Statute Books is not a matter that 
should be construed in his favor in determining 
his guilt or innocence in the light of the other 
evidence in the case. That may be a proper 
matter for the Court to take into consideration 
in determining what punishment should be meted 
out in the event of his being found guilty, but 
it should not influence you on arriving at your 
verdict as to his guilt or innocence in the light 
of the evidence given you in open court. 


The law you will take asannounced to you by 
the Court, whether you approve of it or not, 
because if I am in error in any position that I take 
in this matter, counsel for Defendant and his 
client have an abundant remedy in a higher 
tribunal, and it is your duty to accept it 
unhesitatingly as announced from this Bench, 
and apply it to the issues of fact as you find 
them established by the evidence. 


I ask you to take the case to your jury room, 
consider it carefully in the light of all the evi- 
dence, and the law, and upon returning, if you 
are able to arrive at a verdict, which I sincerely 
hope you will be able to do, upon being asked 
for your verdict your foreman should announce 
it is as one of guilty, or not guilty, as you find 
under the law and evidence in the case. 


Jury was out one hour and returned with a 
verdict of not guilty. 
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The Eaton County Medical Society met in the 
Court House, Charlotte, Thursday afternoon, 
April 28th. Besides about fifteen of our members 
there were in attendance Dr. E. B. Smith of 
Detroit, the Gouncilor for the Third District 
and the State Secretary. 

Dr. Smith gave an interesting address on 
fractures, the message being to in all cases use 
one’s common sense in reducing the fracture. 
In most instances we have the corresponding 
member of the body to use for comparison. 
For shoulder, elbow, knee, hip, there are lines 
or triangles outlined by bony prominences which 
are a reliable guide in reducing fractures 6r dis- 
locations. We should not promise too much 
as far as results are concerned, because we may 
not be able to live up to our promises, and it is 


this class of work that furnishes ground for the 


majority of malpractice suits. The address was 
well discussed. 

Dr. W. H. Haughey, Councilor for this district 
addressed the Society on the question of Medical 
Defense, pointing out the advantages of it, what 
it will do, the small cost, and strongly urged 
our members to take up the work. 

Dr. Wilfrid Haughey, State Secretary, also 
spoke about defense, pointing out that almost 
every county has now actively taken up the work; 
also that there are practically as many mem- 
bers who have paid defense dues as have paid 
subscription to the JouRNAL and State dues. 
He also urged County Societies to avail them- 
selves more often of space in the department 
of County Society News of the JouRNAL, asone 
of the chief reasons for the establishment and 
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maintenance of the JouRNAL is to disseminate 
to all the members of the State Society the 
doings of the various branches. 
Dr. A. W. Adams of Bellevue, was selected as 
our member of the Medico-Legal Committee. 
A. H. Burveson, Secretary. 


GRAND TRAVERSE 


The regular meeting of the Grand Traverse 
County Medical Society was held in Dr. Wilhelm’s 
office May 3. Eleven members were present. 

Minutes of last meeting were read and ap- 
proved. Treasurer’s report was read and ordered 
placed on file. 

Dr. M. S. Gregory’s transfer card from Tri- 
County Medical Society was accepted. 

Dr. W. D. Mueller who has just returned from 
post-graduate work in Ann Arbor, gave a talk 
on perineorrhaphy and the analytic method of 
treating hysteria. Dr. J. M. Wilhelm gave a 
talk on the new treatment of cancer by the use 
of embryonic serum, After a general discussion 
the meeting was adjourned. 

R. E. WELLS, Secretary. 


KALAMAZOO ACADEMY OF MEDICINE 


The Kalamazoo Academy of Medicine met in 
the Academy rooms at 1:30 P. M., Tuesday, May 
10th. About 25 members, Dr. F. G. Novy of 
Ann Arbor and Dr. Wilfrid Haughey, State 
Secretary, being present. 

The Medical Milk Commission reported that 
they have done a great amount of work, but 
have been so far unable to interest the dairymen 
in producing certified milk. They asked the 
members of the Academy to help interest the 
dairymen in this work. 

Dr. Clark introduced a resolution favoring 
the Owen bill on Public Health, and providing 
that a copy of the resolution be sent to our 
Senators and the Representative of this district, 
also to Senator Owen and Representative Mann 
who has charge of the bill in the House. 

Dr. Novy gave an address upon Leishman- 
Donovan bodies, profusedly illustrated -with 
the lantern, . 

Abstract: About 1875 the British Govern- 
ment noticed that the tax income from the 
East Indies had materially decreased. A Com- 
Mission was appointed to investigate. They 
went to India and the East Indies and found 
that in certain provinces the natives were dying 
off by the hundreds from a disease then unknown 
to the British physicians, locally called Kala- 
azar or Black Fever. This commission thought 
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the disease was typhoid and so called it. Later 
another Commission was appointed who studied 
the disease and reported that it was ‘‘Typhoid- 
malaria.”” A third Commission investigated 
the affair, studied the stools, and finding charac- 
teristic hooks, called it Ankylostomiasis because 
they found the parasite present in seventy-five 
per cent of the patients. This was accepted 
until the later nineties when Ronald Ross after 
an exhaustive study of malaria, and of these 
patients, pronounced the disease malaria, he 
having found the plasmodium in seventy-five 
per cent of the patients. The disease was then 
considered Malarial Cachexia until about 1903. 

The same disease broke out in various places 
and was given a-different name by the natives 
so that it was known by a number of different 
names. In some localities it broke out among 
the soldiers where it was called Dumdum fever. 
Other names are Piroplasmosis, febrile tropical 
Splenomogaly. 

In 1903 Trypanosomes were first studied. It 
was found in studying their life history that they 
belong to the flagellate ‘group and in some 
stages of their life cycle take on the form of 
a round or oval body with a large and a small 
nucleus. 

Major Leishman, of London, in 1903 had the 
good fortune to perform an autopsy on a patient 
returned from the East Indies who had been 
suffering from Kala-azar. In the spleen of this 
man he discovered certain bodies with a large 
and small nucleus. These bodies seemed to 
be intracellular. From this fact and from 
their close resemblance to a certain state of 
the Trypanosomes, Leishman suggested that 
they were degenerated Trypanosomes which had 
been taken up by the phagocyte and were being 
destroyed. The Indian workers took up the 
suggestion, developed and studied the Trypan- 
osomes, worked upon the spleens of these patients 
and established that these bodies discovered 
by Leishman are the causative germ of the disease, 
but they showed their distinction from the Try- 
panosomes. 


About this same time Wright of Boston had 
a case of Oriental Sore or, as it is sometimes 
called, Damascus boil. He developed bodies 
practically identical with the Leishman bodies 
from this case. They were later shown to be 
identical. About two years ago Dr. Nicol, 
chief of the Pasteur Institute of Northern Tunis 
in examining a child supposed to have malaria 
made a splenic puncture and found no plas- 
modium but he did find bodies exactly similar 





314 


to the bodies discovered by Leishman. After 
making this discovery he found seventeen other 
cases in Tunis showing the same germ, and 
all in children from one to four years of age, who 
seemed to be suffering from a sort of splenic 
anemia. Soon the same disease was discovered 
in Southern Italy and in Sicily and was recog- 
nized microscopically. 

This class of diseases, where these Leishman 
bodies are found, has been called Leishmaniasis. 
There are three distinct diseases, Kala-azar, 
always found in the adult, always a general 
infection and always fatal; Oriental Boil, 
always a disease of the skin, always a local 
infection, and never fatal, and infantile splenic 
anemia or Mediterranean Splenomegally, always 
a disease of children, always a general infection 
and always fatal. This same class of diseases 
has been found in Brazil, in Panama, in South 
Africa and so far as is known the parasite is 
identical. These Leishman bodies have a large 
and small nucleus and round or oval body and 
are always intracellular. In smears they are 
frequently found apparently free, but this is 
undoubtedly due to the fact that the cell in 
which they are parasites has been crushed. 

Rogers in 1904 first cultivated the Indian 
variety of these Leishman bodies artificially, 
and found that when so growing they take on 
a flagellate form with a whip, resembling very 
closely the Trypanosomes. He believed that 
they were a form of Trypanosomes. Since 1908 
Nicol of Northern Africa has cultivated the 
Leishman bodies from his cases and observed 
them take on the flagellate form. Wright 
of Boston cultivated his Leishman bodies. The 
parasite in Kala-azar has never been developed 
beyond the flagellate stage. In the Mediter- 
ranean affection of children, it is very easy to 
keep the germ growing, when it produces a 
bunch of flagellates with whips clumped making 
a rosette. These flagellates are actively motile, 
When in the cell of the human body, they are 
non-motile. The flagellate forms are very 
frequently seen in the process of reproduction, 
one dividing into two and thus they multiply 
in geometric ratio to enormous numbers. 


Being able to grow the germ upon blood-agar, 
Nicol attempted to inoculate them into dogs 
and monkeys but was unable to get the inoc- 
ulation to “‘take.”” He was able to reproduce 
the disease when inoculating with splenic sus- 
pensions but failed with cultures. 

Novy in his laboratory has succeeded in 
inoculating young dogs with the culture and 
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secured an amazingly heavy infection in these 
dogs. He has recovered the round Leishman 
bodies from the spleen, liver, lymph-glands, bone 
marrow, etc., but he has never seen the flagel- 
late forms in these dogs. The flagellate bodies 
are immediately taken up by the phagocytes 
which cannot kill them, but transform them 
into the Leishman bodies. The germ thus be- 
comes a parasite of the phagocyte. This was 
the first instance known where a germ became 
a parasite of the phagocyte. It was before 
supposed that the phagocyte was the graveyard 
of parasites or germs. The dogs in which this 
disease have been inoculated have shown go 
far no material signs of the disease. Some of 
them appearing to be in the best of condition, 
but upon autopsy the Leishman bodies are 
recovered in enormous numbers from the spleen 
and lymph-glands. Workers have until recently 
been unable to find the whip or its rudiments 
in the Leishman bodies, but morphologists 
claimed it must be there for the Leishman body 
is simply a part of the life cycle of these germs. 

Novy has been able recently by special stain- 
ing methods to demonstrate the root of the 
whip, starting out from the small micro-nucleus 
of the bodies recovered from the dog. He has 
thus completed the life cycle of the organism, 
working with the: germ of the Mediterranean 
infantile disease. Since demonstrating the 
root of the whip he has restained his original 
specimens of the Leishman bodies secured from 
India, Africa and Boston and has demonstrated 
the whip in them. 


These parasites must be considered as living 
in nature as a flagellate, actively motile, and the 
form shown in the Leishman bodies must be 
considered as a special stage of the life cycle, 
influenced to a certain extent by its presence 
in the phagocytes or defensive cells of the body. 
Where this germ is found in nature is a question. 
It has been claimed that these bodies are trans- 
ferred from one individual to another by bed 
bugs or other blood sucking insects. It  prob- 
ably is not carried by the bed bug, but we 
believe it is tramsmitted by some blood sucking 
organism the same as the germs of yellow fever, 
malaria, etc., and that in these intermediate 
hosts it lives as a flagellate in a motile condi- 
tion. 

There are other examples of leucocytozoon 
or more properly phagocytozoon. These are 
found in the white blood cells of the dog, cat, 
rat, jackal, bird, etc. These other types have 
a sexual differentiation into male and female 
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parasites; the female staining a deep dark 
blue, and the male staining a robin’s egg blue 
with the same staining material. This sexual 
differentiation has never been noted in the 
Leishman bodies of Kala-azar or the other types 
found in man where reproduction is by simple 
division, and where there seems to be no limit to 
this division. 
TREATMENT 

In the second affection the disease is localized 
and the germ is not found elsewhere in the body. 
The cause for this is a mystery to us, but the 
condition responds to treatment. In the other 
two forms of the disease, the infection undoubt- 
edly starts by inoculation from the leech, bed 
bug, or some of the blood sucking insects, and 
the infection is general. We have present an 
infection by an animal organism which does not 
stay in the blood current, but invades the very 
cells of the body. In order to destroy this 
germ we must find a substance which will poison 
the germ and will not fatally poison the individ- 
ual. In the case of malaria man stumbled upon 
an exceedingly fortunate discovery in the way of 
quinine, which is a poison for the plasmodium 
in quantities not sufficient to be a poison to the 
human system. In Leishmaniasis quinine is no 
good, 

Attempts have been made for several 
years to cure trypanosomiasis and various pre- 
parations have been suggested; as oxide of 
arsenic and various atoxyl preparations, also 
quite a number of anilin dyes have been prepared 
by Ehrlich who has been a leader in this work, 
Trypanosome and Spirochete infections can be 
cured by these remedies, but there is danger. 
The poisonous substance has to be used in quan- 
tities sufficient to kill the parasites and these 
quantities are almost if not quite enough to 
kill the host. This is a limit to which we dare 
not go in the human. 

Novy has succeeded in killing many of his 
dogs but has not succeeded as yet in curing 
them with these preparations. 

Dr. Rudolph Light of Kalamazoo gave a 
paper on ‘‘Phenolphthalein, A Synthetic Laxa- 
tive,” in which he entered quite lengthily into 
the theory of organic laxatives, the production 
of synthetic ones and especially phenolphthalein 
and its laxative group, thalein. He mentioned 
the history of Synthetic Laxative preparations 
and pointed out the many advantages of Phenol- 
phthalein over the large number which have 
been proposed. He claims that Phenolphthalein 
secures its effect not by stimulating the liver or 
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flow of bile, or by increasing Peristalsis directly, 
but by stimulating the secretion of the cells 
of the lower bowel, producing a moist condition 
of its contents and thus reflexly increasing the 
peristalsis and securing the stool in from four 
to six hours with the patient about, and from 
eight to ten hours with the patient in bed. 
Small doses seem to act better than large ones 
and it is an unexplained fact that very often 
the addition of a little acid as that of pickles or 
lemons, will bring about theaction of Phenol- 
phthalein when otherwise it seems inert. 

The State Secretary addressed the Academy 
for a few moments upon the questions of medical 
defense, the JouRNAL and legislation pending in 
the National Congress, 


C. E. Boys, Secretary. 


MUSKEGON-OCEANA 


The regular meeting of the Muskegon-Oceana 
County Medical Society was held «t the home 
of Dr. I. M. J. Hotvedt at Muskegon, Thursday 
evening, April 14, 1910, at 9:00 o’clock, 

Members present were Drs. J. F. Denslow, 
W. A. Campbell, W. P. Gamber, Geo. S. Williams, 
Jacob Oosting, L. I. Powers, L. N. Eames, F. B. 
Marshall, R. G. Olson, G. J. Hartman, J. T. 
Cramer, I. M. J. Hotvedt and C. P. Donelson. 

The minutes of the last meeting were read 
and approved as read. 

Dr. Hotvedt read a paper upon ‘Gastric Ulcer.” 
The discussion was opened by Dr.W. A. Campbell. 
and generally participated in. 

The name of Dr, Charles Eckerman was pres- 
ented for membership and was favorably reported 
upon by the Board of Directors. It was moved 
by Dr. Olson, seconded by Dr. Marshall that 
the Secretary cast the ballot for Dr. Eckerman 
for membership. This was carried and the 
Secretary cast the ballot making Dr. Charles 
Eckerman a member of the Society. 

The meeting adjourned at 11:00 o’clock. 


J. T. Cramer, 
Sec’y Pro Tem. 


The regular meeting of the Muskegon-Oceana 
County Medical Society was held at the residence 
of Dr. G. J. Hartman, at Muskegon, Friday 
evening, April 29, 1910. 

Members present were Doctors Geo. S. Wil- 
liams, F. W. Garber, J. T. Cramer, Jacob Oosting, 
J. F. Denslow, I. M. J. Hotvedt, W. A. Campbell, 
A. A. Smith, F. B. Marshall, G. J. Hartman, 
V. A. Chapman, and Dr. Ayling as visitor. 
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The minutes of the last meeting were read 
and approved as read. 

In the matter of the paper and toast to be 
given at the District Meeting at Greenville by 
two members from this Society, Dr. Marshall 
volunteered to read a paper upon ‘‘Treatment 
of Gonorrbeal Epididimitis by Vasectomy.” 
Dr. Gamber volunteered to give a toast, the 
subject of which is ‘‘Peculiarities of Vision.”’ 
These members were requested to do so. 

Doctor Hartman read a paper upon ‘The 
Practical Value of Differential Leucocyte Count.” 
The discussion was opened by Dr. Garber, fol- 
lowed by Dr. Hotvedt and Dr. Williams. 

V. A. CHAPMAN, 
Secretary. 


oO, M. C. O. R, O. 


At a regular meeting of the O. M. C. O. R. O. 
County Medical Society held April 23 at Lewis- 
ton, Dr. Channing W. Barrett was present and 
read a paper on Heebosteotomy. The attendance 
was small owing to inclement weather. 

ArcHIE C, MacKInnon, 
Secretary. 


OTTAWA COUNTY 


The May meeting of the Ottawa County 
Medical Society was held May 10th at the Coun- 
cil rooms, Holland, Mich. A resolution was 
passed endorsing the Owen Bill, now before 
Congress and instructing the Secretary to com- 
municate this to our representatives in Congress. 
It was also decided to hold the annual picnic 
in June—Grand Rapids being the place selected. 

Dr. Burton R. Corbus of Grand Rapids read 
a paper on “Intestinal Toxemias and _ their 
Relation to Diseases of the Kidneys.” 

The paper appears in this issue, page 278. 
Dr. H. J. Poppen opened the discussion and 
said in part: 

“Liver insufficiency is the most common con- 
dition we, who are in general practice, have 
to contend with. I find this is true more espe- 
cially in young children. It has become my 
practice, of late, to examine the urine in all of 
my cases wherever possible. In the adult I 
find that in those cases showing symptoms of 
autointoxication, aside from elimination and 
antiseptics, a change of occupation is most 
beneficial.”’ 

Dr. J. F. Peppler: ‘By far the most trouble- 
some cases in my practice are the functional 
heart troubles which, in my opinion, are caused 
by auto-intoxication. In these cases I always 
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treat the gastro-intestinal tract. Elimination 
and antiseptics are useful, but the average 
person eats too heartily, especially of proteids, 
I always reduce the proteids.”’ 

Dr. H. Kremers: “I cannot agree with Dr. 
Corbus that a nephritis of the chronic interstj- 
tial variety is of necessity the result of intestinal] 
toxemia. It seems to me that the changes 
which are produced in the kidney in these cases 
are no more pathological than the wrinkles of 
old age. We ali have these conditions in a 
varying degree in old age. With the organs 
of the body subnormal as a result of old age, 
it is, of course, possible that overeating may 
aggravate this condition. Patients with neph- 
ritis may live for a long time by living on a 
restricted diet and avoiding overeating.” 

Dr. D. B. Lanting: ‘Overeating is the cause 
of most cases of auto-intoxication. I always 
recommend to my patients the drinking of 
large quantities of water. I find this flushing 
to be very beneficial. Calomel and a saline 
will work wonders in most cases and may be all 
that is required.”’ 


Dr. B. B. Godfrey: .‘‘My experience has 
been that we do not get patients early enough, 
and see them long enough, to follow up Dr. 
Corbus’ ideas, in regard to auto-intoxication. In 
large cities and hospitals this work can be 
carried out to much greater advantage.” 

Dr. D. G. Cook: ‘‘I wish to report a case and 
ask Dr. Corbus a question. A young man, 
who has been treated in Holland, Grarid Rapids, 
and Ann Arbor unsuccessfully, went to Chicago 
where an operation was performed, by bringing 
up the appendix and attaching to the abdominal 
wall. This is now used as a means of flushing 
the bowels. The case has been diagnosed as 
a colon infection, Can the colon bacilli pro- 
duce an infection of this severity? What can 
be done by way of medication to relieve this 
condition ?”’ 


Dr. Corbus: “I agree with Dr. Kremers in 
so far as all acute forms of nephritis are con- 
cerned, and feel that text book evidence is with 
him. The nephritis following infectious and 
contagious diseases may not be due to intestinal 
toxemia, but is due to the specific toxin as in 
scarlet fever. Chronic interstitial nephritis is 
not a specific disease per se, and I believe it to 
be due, in nearly all cases, to some of the various 
forms of auto-intoxication. It is true—‘‘A man 
is as old as his arteries,’’ and the insurance 
companies, realizing this fact, are demanding 
the taking of blood pressure. The findings, 
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of course, Must be modified by the quality of the 
pulse. In reply to Dr. Cook: 


“The colon bacillus is normally in the bowel 
at all times, excepting, of course, in the first 
davs of infancy. I do not believe this case 
to be one of colon infection. The lavage through 
the appendix has been used for some time with 
good results. Intestinal antiseptics, by mouth, 
will diminish the virulence of the bacteria and 
colonic injection »f Lactic acid bacilli also aids 
by using up the pabulum required by the colon 
bacillus.” 

Dr. N. H. Kassabian of Coopersville read a 
paper on ‘“‘A Neglected Field in Medicine.” 

The Doctor’s paper was, as he termed it, “A 
Peep into Medical Antiquity,”’ and was descrip- 
tive of the early period of medicine dating 
back to 5,000 B. C. with especial emphasis on 
its Asiatic origin. He said in part: 

“Greece copied most of her arts from the 
Egyptians, Chaldeans and Assyrians. It has 
been very appropriately said that, ‘If you wish 
to look for the origin or birth place of Art, you 
need not sojourn around the Athenian Acropolis, 
but you will have to go to the valley of the Nile 
and Euphrates.” The Greeks had a wonderful 
faculty of developing, so they copied art from the 
Egyptians and from the people of Mesopotamia. 

“Plato and Aristotle resided for some years 
in Egypt in the hope of gaining an insight into 
the mysteries of Oriental Philosophy. Among 
South Western Asiatic races the Hebrews have 
occupied a conspicuous position. Their strong 
belief was that diseases, and especially epidemics, 
were sent as a punishment by the Deities on 
account of their sins.”’ 

The doctor then reviewed the history of the 
practice of medicine up to the time of the Greek 
supremacy. His paper was all the more inter- 
esting as this was his native land, and many, 
if not all, of the places mentioned were familiar 
tohim. He closed the paper with 


“We cannot realize all of the Asiatic influences 
upon the European civilization, progress, and 
enlightenment, until we imagine this work 
taken away and view the vacuum that would be 
left. Science would become bald and ragged; 
history would loose its charm and fascination; 
medicine would be barren and uninteresting. 
Some of the brightest jewels would drop from 
the crown of lite.ature, and the fairest garments 
would be shed from the shoulders of art; some 
of these South Asiatic races, namely, the Baby- 
lonians, Assyrians, Chaldeans, and Phoenicians, 
and the much abused Hebrew race, had an 
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organized civilization long before Socrates 
‘aught philosophy or*Herodotus wrote history. 
These ancient races had literature before most 
nations had letters and art, while other nations 
knew only war and savagery. The influence of 
Hellenic civilization, of which I am an ardent 
admirer, upon European culture at large, has 
been overestimated, while in the meantime the 
influence exerted upon Greek arts and sciences 
by Egypto-Asiatic civilization has a tendency 
in certain quarters of either being underestimated 
or I am compelled to say even being overlooked 
entirely. 

“My aim is, Gentlemen, to make an effort to 
replace the honor and credit of the forces which 
contributed to the development of European 
Culture—medicine being only a branch of this 
—where it appropriately belongs.” 

G. H. Tuomas, Secretary. 


ST, JOSEPH 


The St. Joseph County Medical Society met 
in White Pigeon, April 20, with about fifteen 
in attendance. The State Secretary was present. 
There were two new members admitted to the 
Society, two reinstated and one transferred 
from Washtenaw County Medical Society. A 
lively discussion on Fractures and dislocations 
developed, lead by Dr. Fred Robinson of Sturgis, 
in the absence of the essayist. It was decided 
to hold the next meeting in July at Colon Lake 
on the 75th anniversary of the first establishment 
of a St. Joseph County Medical Society. 

S. R. Rosrinson, Secretary. 


The regular meeting of the Wayne County 
Medical Society held Monday evening, April 18, 
1910, was given over to the discussion of a Medi- 
cal home. An unusually large attendance was 
present. The need of a home for physicians 
has long been felt. Only recently, however, 
has it received earnest consideration. The 
President, Dr. Holmes, in a few preliminary 
remarks said: ‘The idea of building a medical 
home is an old one. It again came to the front in 
November, 1909, at which time prospects seemed 
rather hopeless. In December at a gathering 
of 18 members the idea was again discussed with 
a More encouraging outlook. Here $5,000 were 
subscribed. At the same time plans were form- 
ulated to raise at least ten times that amount. 
From December until the present day steady 
progress has been made. $29,000 are now sub- 
scribed and only one hundred and forty of the 
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four hundred and seventy-five members have 
thus far been approached for subscriptions. 
There is no doubt that the near future will find 
the sum more than doubled as every member 
seems enthusiastic about the proposition. A 
medical home therefore is practically an assured 
fact. It is a question whether we should buy 
a lot and build or purchase an old building and 
if necessary remodel it to suit our needs. The 
New Thought Church and Century buildings 
have been suggested for our consideration.”’ 

Dr. Guy L. Connor moved that a‘ committee 
of three be elected and given full power to act 
and decide for the whole society. This was 
supported by Dr. Schenk. A hearty discussion 
followed which more than anything else showed 
that interest was not lacking. Among those who 
took part in the discussion were: Drs. Carstens, 
Connor, Tibbals, Robbins, Obetz, H. O. Walker, 
Manton. B. R. Shurly, Schenck, McClintock, 
McClure, Gunsolus, J. E. Clark, Henderson, 
Bell, F. B. Walker, Delos Parker, E. B. Smith, 
and Hirschman. It was finally decided that 
a@ committee of five be elected by ballot to 
formulate several definite propositions, which 
shall be submitted to the society in the near 
future. 

For this committee Drs. Holmes, Shurly, 
Tibbals, E. B. Smith and McClintock were elected, 

Dr. Wm. Stapleton called attention to the 
present prospects for a national department of 
health; in other words the Owen bill. 

On the motion of Dr. Hitchcock resolutions 
fully indorsing this bill were adopted. The 
meeting then adjourned. 





The surgical section of the Wayne County 
Medical Society met April 25, 1910. The 
meeting was a surgical clinic. 

Dr. H. O. Walker read a paper on inguinal 
hernia. He first considered the etiology of 
inguinal hernia and then gave a detailed descrip- 
tion of the Ferguson operation, an operation 
which he has been doing for the past seven 
years. The key to cure, he said, is, ‘Suture the 
internal oblique and transversalis muscles to 
the inner shelf of Poupart’s ligament along its 
outer two-thirds, and be sure to have the internal 
ring well covered. Do not manipulate the cord 


, 


any more than is absolutely necessary and- 


leave it in its natural position; remove the 
superfluous fat, as this fat is often the cause of 
a post-operative recurrence of the hernia, 


Plain cat-gut is all that is necessary.”’ 
To substantiate his claim of the efficacy of 


COUNTY NEWS 





Jour. M.S. M.S. 





this operation he mentioned two hundred and 
thirty cases of inguinal hernia operated upon in 
the past seven years without a recurrence. He 
presented a case of double inguinal hernia which 
he had operated upon some time before with 
ideal results. 

Dr. F. B. Walker presented a fracture of the 
tibia and fibula of both legs in a boy of five 
years. The condition of the patient immediately 
after the accident was critical, and the bones 
were approximated as well as possible under 
the circumstances. Result: Slight outward 
curving of the lower end of both tibia causing 
a little impairment of motion at the ankle. 
The X-ray shows the ankle normal. Dr, 
Walker explained that nature will correct the 
mal-approximation and that no further surgical 
procedure will be attempted. 

Dr. William Appelbe reported two cases of 
exophthalmic goitre operated upon for him by 
Dr. Angus McLean. In the first case the patient’s 
principal symptoms were epistaxis, nervousness 
and uw tendency to drop articles she might be 
handling. When first seen January 6, 1908, 
no goitre or eye symptoms were present. 

Fifteen months later (March 1909), a small 
hard tumor about the size of a hickory nut was 
noticed by the patient just above the sterno- 
clavicular articulation. This, on cessation of 
‘reatment, enlarged slightly, became more 
cystic and gave symptoms of pressure. It was 
removed April 4,1910, and a marked improve- 
ment has followed. The second case was a 
girl of nineteen years extremely emaciated 
and nervous with :wollen joints in hands, feet, 
wrists and ankles. She had a uniform enlarge- 
ment of the thyroid gland which had been pre- 
sent for five years. She complained of epistaxis, 
sweating, diarrhea and nervousness.  Treat- 
ment: eliminative, with administration of potas- 
sium iodide from June 6, 1908, to April 18, 1910, 
at which time on account of her extreme weak- 
ness instead of performing the radical operation 
the superior thyroid arteries were tied. The 
gland and symptoms have all been reduced. 
Dr. Applebe remarked that epistaxis does not 
often accompany goitre, but was prominent in 
these cases. 

Dr, C. D. Brooks spoke of the advisability of 
performing this ligation operation in preference 
to the partial removal of the gland in many 
cases. It is a comparatively safe operation even 
in extremely weak and nervous patients and, 
according to C. H. Mayo, a large percentage 
of these patients need no secondary operation. 
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If they do, their condition will be better at that 
time. 


At the general meeting May 2, Dr. C. E. 
Simpson read a paper on, “‘Myelogenous Leuk- 
emia.’”’ He mentioned that a diminution in the 
number of red blood cells with an increase in 
the numbe of leucocytes, a low percentage of 
lymphocytes and polymorphonucleur leucocy- 
tes, and a high percentage of the myelocytes 
and eosinophiles constitute the blood picture 
upon which is based the diagnosis of this form of 
leukemia. The bone marrow is attacked first 
and in all respects the process is similar to a 
malignancy. Treatment is varied, but lately 
the X-ray with arsenic in increasing doses has 
been quite in vogue. Bi-weekly exposures and 
Fowler’s solution in increasing doses were given 
from January 28 to June 16 in his patient. With 
a reduction of the leucocytes from 273,000 to 
23,000 per cu. mm, and the myelocytes from 
twenty-six per cent to seven per cent. This was 
accompanied by marked improvement in the 
general symptoms, Patient then left the city 
for several months. Before his return the 
spleen had enlarged to below the umbilicus. 
In spite of treatment as before carried out the 
leucocytes kept on increasing and shortly before 
death reached 640,000. The myelocytes, how- 
ever, maintained a low percentage. Death 
occurred about 19 months after treatment was 
begun. 

A severe form of colitis which resisted all 
treatment hastened the end. 

Dr. P. M. Hickey discussed the technique of 
X-ray treatment in these cases. If treatment 
is directed to the spleen itself death is hastened. 
Tinfoil should be placed over the splenic area 
as well as over the rest of the body and only 
parts of the long bone, all treated separately, 
should be exposed at one time, 


Dr. Joseph Sill spoke on the pathology of 


the disease. The name leukemia is a misnomer 
as the disease is not primarily one of the blood. 
It is a malignant tumor formation of the blood 
forming organs, in the nature of a sarcoma. 
The tact that the percentage of myelocytes 
remained low in spite of the rapid increase in 
the number of leucocytes toward the end of the 
disease, in the case reported, was probably due 
to the enormous rapidity with which these cells 
were formed. The majority are primitive forms 
of leucocytes f.om which myelocytes are formed 
and the rate of production is out of all proportion 
to the rate of complete transformation, 
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Dr. J. H. Carstens compared myelogenous 
leukemia with the opposite condition splenic 
anemia. Removal of the spleen in the latter 
condition is followed by good results and since 
the spleen is at fault in myelogenous leukemia 
why not remove it? Since the disease is fatal 
in any case this procedure might at least be 
tried. 

Dr. Maguire presented a case of fracture of 
the forearm in a boy eight years old. The 
accident occured in July, 1909. Twenty minutes 
after the injury the forearm and hand turned 
black. Normal color again returned, then a 
gradual paralysis of the muscles of the forearm 
and hand set in, which at the present time is 
complete. 

Dr. Blodgett spoke of this case as one of Volk- 
man’s Ischemic paralysis. 

Seven doctors were admitted into the Society 
as new members. 


The medical section met May ninth. 

Dr. Johann Flinterman presented a case of 
spastic spinal paresis in a man of forty. Early 
symptoms were twitching in hands and forearms, 
and pain in right thigh especially after walking. 
Later a spastic gait developed, and arms and 
and hands became more jerky. Reflexes were 
exaggerated, and sensation diminished. There 
were no eye symptoms and no impairment of 
speech. The man had been subjected to 
exposure to all kinds of weather, but gave no 
specific history. 

Dr. C. W. Hitchcock reported a case of wilfull 
malingering with an element of hysteria. The 
patient, a woman apparently in good health, 
had continuous spasms of all the voluntary 
muscles for three days. After about a week 
patient again had ‘“‘spells’” of most fantastic 
nature. Through all, however, she fitted her 
time to her own needs, ate and slept well. An- 
other case,a machinist who couldn’t keep his 
position because he would suddenly stop work- 
ing and stare about the room, then after a while 
he would again resume his work. His speech 
became retarded. He wouldn’t speak to his 
mother at all, and finally had all sorts of delu- 
sions—a case of dementia precox, prognosis bad. 

Dr, Ohlmacher presented a case of gonorrheal 
infection of the finger. The patient, a doctor, 
punctured his finger with a fish bone. Three 
days later he removed sutures from a perineum, 
Sixteen hours later signs of infection appeared. 
Constitutional disturbances were slight; there 
was a peculiar rather deep seated lymphangitis 





320 


extending up the radial sides of the forearm 
then up the arm to the axilla. There was no 
puss at the site of the puncture. A smear of 
the exuding serum showed leucocytes with 
intracellular diplococci, negative to Gram’s 
stain. No growth on blood serum agar. Shortly 
after beginning vaccine treatment a mucoid 
pus appeared at the wound. The extreme 
rarity of gonorrheal wound infection was 
discussed. 

Dr. Hugo Freund presented a case of Hodg- 
kin’s disease. The leucocytes numbered between 
18,000 and 24,000 per cu. nm. There was no 
alteration in the differential count. The pa- 
tient showed large symmetrical swellings of 
the superficial cervical glands. The tempera- 
ture curve was similar to that of a tubercular 
patient. There was some improvement with 
increasing doses of Fowler’s solution. 

Dr. George McKean was elected chairman 
and Dr. F. G. Buesser secretary of the medical 
section. 

Ray ANDRIES, 
Correspondent, 


DETROIT OPHTHALMOLOGIC AND OTO- 
LOGIC CLUB 


Meeting April 5, 1910. The following paper 
was read: 


SYNOPSIS OF EXPERIENCES IN THREE 
HUNDRED EYE, EAR, NOSE AND 
THROAT SURGICAL CASES 


By Don. M. Campbell, M. D., L. R. C. &., 
(Edin). Detroit, Mich. 
(ABSTRACT) 

In this paper three hundred operative cases 
in the eye, ear, nose and throat, occurring princi- 
pally during the year 1909, are reviewed. 

The subject matter of the paper is divided, 
tor purposes of study, into: 1, Cataracts; 2, 
Iridectomies; 3, Strabismus; 4, Obstruction 
and infection of the tear duct; 5, Injuries to the 
eye; 6, Diseases of cornea, sclera and uvea; 7, 
Mastoiditis; 8, Hypertrophied and diseased ton- 
sils and adenoids; 9, Nasal operations; 10, 
Malignancy; 11, Miscellaneous. 

Cataracts are extracted almost entirely by 
the combined operation. Two cases of infection 
of the corneal wound are reported in which 
recovery took place, the chief method of cure 
being the use of streptolytic serum. 

In the division of strabismus the advisability 
i urged of depending chiefly upon advancement 
rather than tenotomy in bringing about a cure. 
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‘In the cases of glaucoma in which operative 
procedures proved inefficient, pneumatic massage 
and subjunctival injections of citrate of soda 
are recommended. The enucleation of the tear 
sac in infections and obstructions of the duct is 
strongly urged. 

The injuries to the eye are treated from the 
standpoint of the necessity for exact diagnosis, 
the localization of the retained foreign body 
end its early removal by means of incision and 
the magnet. 

Diseases of the cornea, sclera and uvea receive 
attention chiefly from the diagnostic side of 


- the question. 


Mastoiditis is treated surgically by complete 
exenteration of all the cells of the mastoid. 

Hypertrophied and diseased tonsils are re- 
moved under a general anesthetic, for adults 
as well as children, and the complete enucleation 
of the glands is urged in all cases. 

In the division under nasal operations the 
sub-mucus and frontal sinus operations are 
referred to. Six cases of malignancy of the ear 
and nose are reported. 

In the division of miscellaneous will be found 
a report of three cases of closed orbits. 

DISCUSSION | 

In opening the discussion, Dr. Livingston 
called attention to the goodly number of infections 
of the ear seen recently which had yielded to a 
properly performed paracentesis and suitable 
after treatment without the necessity of opening 
the mastoid. 

Dr. Connor spoke of an old man of 90 years 
who became almost insane under a cataract 
operation. The lens fell back into the vitreous 
and had to be removed with a wire scoop. 
Nearly one-third of the vitreous was lost. The 
man escaped from the hospital at the end of 
a few days but got a good result and lived for 
a number of years with useful vision. The lacri- 
mal cases if seen early do very well with probing, 
especially if Theobold’s probes are used. The 
canaliculus is slit only enough to get as large 
a probe in as necessary. These large probes do 
not do the damage one would anticipate. If 
the lower canaliculus cannot be used, the upper 
one can be utilized. As regards injuries to the 
eye, the case of an engineer was -reported in 
whom a water gauge blew up and the glass 
cut through the conjunctiva, sclera and ciliary 
body. The other eye was blind and under 
treatment the injured eye became well and has 
had perfect Vision now for a number of years. 

Dr. Beattie reported three cases in one family 
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of suppuration of the middle ear following 
-carlet fever. The boy had a swelling behind 
the ear. The drum was opened but a few days 
later fluctuation developed over the mastoid. 
An incision was made over the swelling and about 
ahalf an ounce of pus was evacuated Nothing 
more was done at this time as the patient was 
suffering from nephritis. The wound healed 
up and the discharge from the ear ceased in a 
few weeks. 

Dr. Smith preferred the simple extraction for 
cataracts. With the use of his capsule forceps 
in’ removing the anterior capsule of the lens he 
has had to do discission in only about three 
per cent of the cases. This is a nearly perfect 
operation. The Indian operation is a much 
more dangerous one. As regards injuries to the 
eye, if the ciliary body is injured, the eye will 
sooner or later have to come: out. It may be 
years later. The extraction of foreign bodies 
.is much better done through a new wound made 
in the sclera than through the anterior chamber. 
As regards lacrimal strictures, if they are bony 
the sac had better be removed. Where the 
stricture is soft, it should be nicked and then 
probes passed. 

Dr. Parker said that the best form of cataract 
extraction was one with a large corneal incision 
and a conjunctival flap. If the pupil dilates 
freely, a simple extraction is done. The use 
of atropine has become a routine in these cases. 
The Indian operation in his experience has not 
shown as good results as the orthodox method 
and has been abandoned. Six cases of acute 
mania have ‘occurred in his series. Worth’s 
method of advancement has proved the most 
satisfactory treatment of strabismus in his 
nands. A case of choked disc of six diopters 
due to brain tumor was reported. A decom- 
pression was done and the tumor exposed but 
not removed. The swelling of the discs sub- 
sided in one week and the vision was perfect 
at the end of six weeks, 


Dr. Wilson said that the Asch operation made 
a subsequent sub-mucous resection of the septum 
a very difficult operation. The performance of a 
tonsilectomy is a major operation. This can 
however be done under a local anesthetic. In 
children the finger promises the most satis- 
factory result. The success of the cataract 
operation is best measured by the visual result. 

Dr. R. Connor expressed the belief that too 
few rather than too many mastoid operations 
were being performed. That when more of 
these operations are done in the acute stages 
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of the disease there will be fewer chronic cases 
to deal with. Two cases of lateral sinus thrombo- 
sis were reported in children. The sinus was 
opened in both cases and the internal jugular 
veins tied low down in the neck. One of these 
cases went on to recovery after a radical mastoid 
was done in addition to the first operation on 
the sinus. The other terminated fatally. 

Dr. Begle has found that his cases of infected 
ears have cleared up upon opening the drum, 
He reported operating on a number of adenoids 
under cocaine in his office but feels that it can 
be done better under a general anesthetic. 

Dr. Maier advocated the freer use of anti- 
streptoccic serum. The lacrimal sac should be 
excised in cataract cases before the eyeball 
is opened. In removing foreign bodies from 
the posterior part of the eye a triangular incision 
is often to be preferred to a straight one. 

Dr. Campbell said in closing the discussion 
that- he looked upon a case of sympathetic 
ophthalmia as a sick man suffering from a 
general infection. The success of the use of 
mercury and salicylates bear out this view. 
This treatment causes a leucocytosis and thus 
fortifies the organism against the 
parasites. 

Dr. Smith showed an eye enucleated from 
a twenty-three months baby for glioma. The 
tumor filled the posterior part of the eye and 
had infiltrated the nerve so that the prognosis 
was bad. 


invading 


A CONFERENCE OF OPHTHALMOLOGISTS 
WITH ORGANIZATION OFFICIALS ON 
FAMILY PHYSICIAN REFRACTING 


The promotion of family physician refracting 
calls for the co-operation of all physicians. It 
is believed that if these understood its value, all 


would seek its possession. To promote this 
understanding, the Detroit. Ophthalmological 
Club invited to its meeting of May 3rd the lead- 
ing officials of Michigan medical societies and 
educational institutions. The following guests 
were present, took part in the discussions and 
endorsed the resolutions adopted, viz: Dr. J. 
H. Carstens, President Michigan State Medical 
Society; Dr. Wilfrid Haughey, Secretary-Editor 
Michigan State Medical Society; Dr. Frank B. 
Tibbals, Chairman Medico-Legal Committee, 
Michigan State Medical Society; Dr. Charles 
T. McClintock, Member of Com. Organization, 
Michigan State Medical Society; Dr. Guy L. 
Kiefer, Health Officer of Detroit; Dr. W. C. 
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Martindale, Superintendent Detroit Public 
Schools; Dr. Gerald Edmonds, of Honor, Mich., 
and Dr. W. C. Garvin, of Millington, Mich., 
family doctors doing simple refracting. The 
Chairman of the Council Michigan State Medi- 
cal Society, Dr. W. T. Dodge, sent a letter 
supporting the movement. Though unable to 
be present, like support was given by the follow- 
ing gentlemen, viz: Dr. Victor C. Vaughan, 
Dean Medical Dep’t Michigan University; Dr. 
H. O. Walker, Secretary Detroit College of Medi- 
cine; Dr. Arthur D. Holmes, President of the 
Wayne County (Detroit) Medical Society. 


The Chairman of the meeting, Dr. Leartus' 


Connor, opened the discussion by a paper on 
“The Economic Value of Family Physician 
Refracting.’”’ He called attention to the fact 
that in the United States were about 180,000,000 
human eyes; 135,000 doctors; 3,000 ophthal- 
mologists, This averages 60,000 eyes for each 
o-hthalmologist. As every eye over forty years 
needs refracting, the most of them several times, 
as very many eyes under forty need refracting, 
we have an explanation of the fact that the 
ophthalmologists never have been able to meet 
the refractive needs of all the people in the 
United States. Because the family physicians 
never have been trained to supply these needs, 
salesmen of spectacles entered the field, and gave 
such satisfaction as to secure large and increasing 
support. Further, without realizing the nature 
of their action, a large number of educated 
physicians support and patronize the opticians. 
In the hope of encouraging family physician 
refracting, the paper pointed out the vast values 
inherent in its universal adoption; values to 
ophthalmology and ophthalmologists, to general 
medicine and family doctor; to the profession 
as a whole, in strengthening its organization; 
in solving the optician problem and in providing 
such co-operation of ophthalmologist with 
family doctor that the 180,000,000 of human 
eyes in the United States may be cared for by 
educated physicians, so obviating the existing 
necessity for layman ophthalmologists. 


It was urged that if these values were accepted 
by this conference the members could use their 
positions to stimulate others to comprehend the 
facts, and master family physician refracting 
till its enormous values be harvested for both 
profession and people. 


Simple refracting was shown to be an art 
quite within the reach of every medical student, 
without neglecting any other of his studies, and 
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of practice by any doctor, not already over- 
burdened with work. 

It was pointed out that while ophthalmology 
has many officers (specialists) it has few soldiers 
(family physicians) in its army and so is impotent 
against the invasion of opticians with their 
horde of laymen, But an equipment of the 
entire profession with simple refracting would 
transfer all doctors to the ophthalmological 
army who, in turn, would capture the people 
before opticians could reach them, 

Every member of the club and its guests took 
part in the discussion. Some detailed the step 
by which they had cast aside the dominant 
practice and adopted the one presented. Many 
virile reasons were adduced for’the change, and 
suggestions made for promoting the new doctrine. 

Though lasting several hours, the conference 
never lagged but grew in interest from start 
to finish. Each saw in a new light a solution 
to present difficulties, vast benefits to the nation, 
and increased honor to the profession. 

Without neglecting aught of present good 
work, members of the Detroit Ophthalmological 
Club and its guests of May 3rd, 1910, adopted 
as their watchword ‘Family, Physician Re- 
fracting,’’ until every physician in the United 
States is equipped therefor. 

Finally the following resolutions, on motion 
of Dr. Don M. Campbell, Prof. Ophthalmology, 
Detroit College of Medicine, were unanimously 
adopted by the Club: 

WHEREAS, Family Physician Refracting pro- 
motes the co-operation of family physician and 
ophthalmologist; provides physicians adequate 
for the people’s refractive needs; enriches ophthal- 
mology and ophthalmologists; general medicine 
and family doctor; strengthens medical organi- 
zation and solves the optician problem; 

RESOLVED, That the Detroit Ophthalmolo* 
gical Club endorses the action of the Ophthal- 
mic Section American Medical Association, in 
promoting “‘Family Physician Refracting;’’ the 
action of the Michigan State Medical Society 
in seeking to qualify its members to meet the 
people’s refractive needs; the action of the 
Kentucky State Medical Society endorsing the 
Michigan idea of family physician refracting; 
the action of the medical colleges in substituting 
“Family Physician Ophthalmology” for ‘‘Spe- 
cialist Ophthalmology,” and. the action of the 
State Registration Boards in Michigan, Vermont, 
Nebraska and Utah in requiring a ‘Working 
Knowledge of Simple Refracting.”’ 


RESOLVED, that the Detroit Ophthalmic 
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Club urge other State Boards of Registration 
to ReQuiReE (1) for license, ‘‘Family Physician 
Refracting’’ and (2) for the right to practice 
ophthalmology, ‘“‘A Comprehensive Laboratory 
and Clinical Study,” after securing a license. 

RESOLVED, That the Detroit Ophthalmic 
Club encourage family physicians to qualify 
for intelligent co-operation with ophthalmo- 
logists by equipping themselves with simple 
refracting. 

It is suggested that much profit would result 
from other ophthalmic societies arranging simi- 
lar conferences with officials of general or county 
medical societies, or even with groups of family 
doctors. Indeed, individual ophthalmologists 
might confer with little bands of family doctors 
and encourage them to master simple refraction, 
with the assurance of helpful results. 

Finally, family physicians doing simple re- 
fracting might so confer with neighbors and 
local societies, that all become more competent 
for the refractive needs of their families. 





NEWS 











Dr. H. B. Garner, formerly of Traverse City, 
Michigan, has opened an in the Gas 
Office Building, Detroit. 


office 


Dr. Rosenthal Thompson has removed from 
Traverse City to Grand Rapids. ° 


Dr. A. S. Warthin of Ann Arbor was elected 
president of the International Association of 
Medicine, to serve for three years; Dr. Victor 
C. Vaughan was elected first vice-president 
of the National Association for the Prevention 
of Tuberculosis; and Dr. Reuben Peterson was 
elected president of the American Gynecological 
Association at the meeting of the Congress of 
Physicians held in Washington the Ist week 
of May. 


The New Memorial Hall at the University 
of Michigan was dedicated May 11. Dr. W. H. 


Sawyer, of Hillsdale, accepted the structure 
from the alumni for the Regents. 

Dr. Mortimer E. Danforth has removed from 
Entrican to Stanton, Michigan, where he will 
start a small general Sanitarium. 


Among our exchanges we have received the 
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American Journal of Physiologic Therapeutics 
for May, Vol. 1, No. 1. This is a very neat 
Journal, about the size of the JouRNAL OF THE 
MICHIGAN STATE MEDICAL SociEty. The editor, 
Dr. Harrower, is to be congratulated upon the 
appearance and value of his first number. The 
subject matter is limited to drugless treatment 
of disease and the original articles of the first 
number deal with electrical and radient energy. 
There are many good articles promised. 

The Medical Department of Washington 
University of St. Louis, Mo.. has received en- 
dowments and gifts of about $6,000,000 and 
proposes to make that the best medical school 
in the United States. Dr. George Dock, former- 
ly of the University of Michigan, and a councilor 
of the Michigan State Medical Society, has been 
offered the chair of Practice of Medicine and has 
accepted. He will travel and study in Europe 
this coming year, preparatory to going to St. 
Louis. 

Dr. J. L. Polozker has announced the removal 
of his office to Suite 608 and 609 Gas Office 
Building, Detroit. 

The New England Medical Monthly, edited by 
Dr. William C. Wile of Danbury, Conn., for the 
past 29 years has been combined with the Annals 
of Medical Practice and will in the future be 
published as the New England Medical Monthly, 
under the editorship of Dr. Francis D. Donoghue. 

The 12th Annual Meeting of the American 
Proctologic Society will be held in St. Louis, 
Mo., June 6 and 7, 1910. Among the papers to 
be presented are the following: 

"The use of Quinine and Urea Hydrochloride 
as a local Anesthetic in Ano-rectal Surgery, 
Louis J. Hirschman, Detroit, Mich. ‘Notes 
on a case of Polypoid Fibrosis of the Rectum, 
with Exhibition of Pathological Specimens,”’ 
James A. MacMillan, Detroit, Mich. ‘Some 
of the Complications Associated with Rectal 
Diseases,” William L. Dickinson, Saginaw, 
Mich. 


The National Confederation of State Medical 
Examining and Licensing Boards will hold its 
Twentieth Annual Meeting at St. Louis, Mo., 
on Monday, June 6th, 1910, in the Southern 
Hotel. 

The subject to be taken up at this meeting 
will be a consideration of practical clinical 
instruction in medical colleges, a report on medi- 
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cal education in the United States by a represen- 
tative of the Carnegie Foundation, and a report 
on a proposed materia medica list by a special 
committee. These topics are all practical and 
of vital interest to examining boards, medical 
schools and the profession. The contributors 
of papers to the symposium on clinical instruc- 
tion are men of the highest standing in the 
medical profession, many of them teachers in 
some of the foremost institutions in this country, 
and their productions will be worthy of the most 
careful consideration. The chief object of this 
symposium is to determine, as far as possible, 
whether clinical instruction in medical schools 
can be made sufficiently practical and thorough 
so as to warrant the medical boards in demanding 
practical examinations in the principal branches 
o. the medical course. 

An earnest and cordial invitation to this meet- 
ing is extended to all members of the state boards, 
professors and teachers in medical schools, and 
all others interested in securing the best results 
in medical education. 

The officers of the Confederation are: Pres- 
ident, A. Ravogli, M. D,, 5 Garfield Place, Cin- 
cinnati, Ohio; Secretary, Murray Galt Motter, 
M. D., 1841 Summit Place, N. W., Washington, 
B.C. 

HEALTH OF STUDENTS 


The University of Michigan Senate has joined 
the sanitation crusade and laid down stringent 
rules for all students, officers and employees of 
the University. 

Any one found spitting on the campus walks 
or in the building is liable to discipline. 

Persons with a chronic cough must be examined 
and if found infected must live under certain 
restrictions. The Senate urges that all students 
be examined once each semester. 

Thorough physical examinations will be made 
of every student entering the gymnasiums, and 
every time a locker is transferred from one 
student to another it must be thoroughly disin- 
fected. 

Any student suspected of having any infec- 
tious disease must have an examination and take 
to the dean of his department a statement of 
his condition. 

No common drinking cups can be used any 
place on the campus, and once a week a bac- 
teriological examination of the Ann Arbor water 
supply shall be made and a report filed with the 
secretary of the University. If this supply is 
at any time dangerously contaminated, notices 
to that effect will be posted. 
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In December, a commission was sent by the 
Detroit General Hospital Board of Trustees, 
on an extended tour of investigation of new 
construction in American hospitals. With the 
architect, Mr. Wm. B. Stratton, they visited 
over twenty-five institutions in ten cities of 
the United States and Canada. Afterward 
tentative plans were drawn up, taking account 
of the experience thus gained. 

On February 16th, a similar commission left 
New York in company with Mr. Stratton, with 
the purpose of making a study of institutions 
which had recently been established and of 
older ones where there had been extensive 
reconstruction. Dr. Wm. F. Metcalf and Dr. 
Homer E. Safford made up the medical part of 
this commission, and the following cities made 
up the itinerary: Ponta Delgrada (Azores), 
Funchal (Madeira), Gibraltar, Naples, Rome, 
Venice, Budapest, Vienna and its suburbs, 
Nuremburg, Leipzig, Halle, Berlin and its sub- 
urbs, Hamburg, Dusseldorf, Cologne, London, 
Oxford, and Portsmouth. In all, this covered 
fifty hospitals, and the effort was constantly 
made to find the latest solutions of the practical 
problems in hospital construction and admin- 
stration. 

Every country visited had much of interest, 
but especially was this true of the clinics recently 
built in Budapest, those in construction in 
Vienna, and the many new and wonderful 
institutions in the suburbs of Berlin and in the 
smaller German cities. 


The pavilion hospital, as evolved in Germany 
in the last twenty-five or thirty years, and as 
now brought to a relative perfection in such 
institutions as Schoeneberg, Dusseldorf, Cologne, 
Lindenburg, and Nuremburg, is held to meet 
the needs of our larger cities, even at some extra 
expense for land, better than the many-story 
type that has so largely dominated the con- 
struction of hospitals in England and America 
in later years. It is interesting that ina number 
of cities on this side of the water, now developing 
plans for such institutions, this fact has been 
recognized; and, furthermore, this evolution is 
strikingly in line with the results of the careful 
study and choice decided upon when the Johns 
Hopkins Hospital was built thirty years ago. 
The fact that, contrary to the general feeling in 
America until recently, the Germans have 
placed their hospitals away from the crowded 
centers, where the price of land were not pro- 
hibitive, has made it possible not only to build 
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the out-of-door features of hospital life and 
treatment vastly more prominent. 

The commission returned to Detroit on Tues- 
day the 26th of April. On Wednesday evening 
Dr. Metcalf was given a dinner by 65 of the prom- 
inent men in the profession of Detroit, in recogni- 
tion of the work that he has done toward 
improving the hospital conditions of the city. 





| 
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The following excerpts are taken from County 
Society programs recently issued: 


OTTAWA CO. Meeting May 10. 


Payment of dues. 

All dues must be paid on or before July 1, 
as the Postal Laws require the dropping of all 
names from the mailing list of those six months 
in arrears. 

Failure to pay all dues before July 1, results in: 

1. Loss of State Journal. 

2. Loss of Medico-Legal Defense. 

3. Inability to register at Bay City meeting. 


LENAWEE CO. Meeting May 10. 


This will be the last opportunity to pay yearly 
dues. On the 1st day of June all who have not 
paid for 1910 will be dropped from the Medical 
Defense League, and their JouRNAL stopped. If 
your dues are paid this is for the other fellow. 


KALAMAZOO ACADEMY, Meeting May 10 


The dues for the Kalamazoo Academy of 
Medicine are divided as follows: 

State Journal Subscription.......... $2 .00 

Medical Defense Fund ............ 

Balance of dues to go to local needs. 

The dues of residents of Kalamazoo are $5.00; 
for those living outside the city, $4.00 

The defense funds must be in, if protection 
is wanted. This small fee is out of all propor- 
tion to the protection which is given. Many 
consider this protection sufficient for all needs. 

The postal laws require that all subscriptions 
to the JourNAL be paid before July 1, or the 
‘names must be dropped from the mailing list. 

According to the Secretary’s books, you are 
m atreare for the yobs... ....6 60505. total 
WON Weak itie ened 

Please make an effort to send in amount due 
as soon as possible, that both the medical defense 
and JouRNAL subscription may be cared for be- 
fore the above date. 
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much lower ward buildings but also to render. 
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KENT CO. Meeting, May Lith, 


Our State Secretary is calling for reports of 
members delinquent in their dues. The report 
from Kent County must be furnished before 
long. Our Society has accounts to be met. 
The U. S. Postoffice authorities require all 
Magazines to show an authentic paid subscription 
list, in order to receive the privileges of the 
second class rating in mailing their goods. They 
have been investigating our STATE JOURNAL. 

Unless we can show our subscriptions as paid 
up, it will cost our State Society about an 
additional $900 to distribute the JouRNAL. 
According to the Legal Defense plan, members 
in arrears after June Ist are not protected until 
such arrears are paid in full. Any action for , 
malpractice alleged to have occurred while a 
member was in arrears, will not be defended. 
The reason is obvious. If you are in arrears 
kindly mail a check for $5.50 to your local Secre- 
tary without further delay. 

(We hope that all who have not paid their 
subscription and dues for 1910 will do so at once 
and thus save their Secretary the trouble of 
dunning them, and lumbering up his programs 
with this call for dues.—Editor.) 


Law Suit for alleged Malpractice, Henry J. 
Kretzmann, M. D., San Francisco. 


(In the April and May Issues of the California 
State Journal of Medicine appeared a paper 
with the above title, which is abstracted below 
for the information of our members.) 

‘““March 1897, Mrs. Hanna Bailey, presented 
herself at my office; she reported that she had 
lost a good deal in weight—very nervous—suffer- 
ing from pain in her abdomen, in right ovarian 
region. Menses regular but rather free. Had 
been treated by a Mrs. Dr. Edson with poultices 
and electricity without getting better. 

“Owing to the great nervousness of the patient 
and her utter inability to relax, I could make 
out neither origin nor relation of the condition 
present and therefore suggested examination 
under chloroform, This was accepted and. the 
next morning at her residence chloroform was 
given by the late Dr. Wm, Friedhofer. When 
she was fully relaxed I made a careful, thorough 
examination, bimanually, vaginal and per ,rec- 
tum, and I arrived at the diagnosis: cystic tumor 
of the right ovary, probably of inflammatory 
origin. Having finished my examination I 
asked Dr. Friedhofer to examine her without 
giving him my diagnosis; he pronounced the 
case a cystic tumor of the ovary. I saw the 
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patient the next day again; I explained every- 
thing to her and everything was talked over. . .. 

“Patient was satisfied to have operation per- 
formed, but stated that she did not have at 
present the necessary money and would see me 
when she had the money. In September of the 
same year she came to my office announcing 
that she now had the money and accordingly 
she entered the French Hospital. 

“The time for operation was set over the phone 
with the then resident physician, Dr. Putnam, 
In the afternoon of the day before operation I 
went to the hospital and examined Mrs. Bailey 
again; this examination was made not for the 
purpose of differential diagnosis, it was done in 
order to reassure myself of the presence of the 
tumor, having in mind my opinion of an in- 
flammatory origin. At this examination every- 
thing appeared as at the examination under 
chloroform with the exception of an enlargement 
of the mass. When next day the abdominal 
incision was made | found no cystic tumor of the 
right ovary, but a uniformly enlarged uterus, 
the size of a three to four month pregnant uterus, 
of doughy consistency, looking just like a uterus 
changed through pregnancy, with large blood 
vessels on the sides, nowhere any protuberances 
or nodules in the wall. I could not get rid of 
the reasonable doubt that this was not a preg- 
nant uterus; the assisting gentlemen were 
singly asked by me, ‘‘Can you positively tell 
me that this is not a pregnant uterus?’ Dr. 
Putnam, Dr. Allen and Dr. Bell (who were 
looking on) all answered that they could not 
positively say that this was not a pregnant 
uterus. I did not feel justified to remove the 
uterus for two reasons, first, because I was not 
sure that this was not a pregnant uterus; and 
secondly, because I felt bound by the agreement 
rot to remove the uterus as made to the patient. 
The ovaries were found enlarged with cystic 
degeneration of graffian follicles, some of which 
were opened and excised. The abdomen was 
closed. The recovery uninterrupted. I had 
no further occasion to examine the woman, but 
Dr. Carl-Von Hoffman gave evidence at the 
trial that he had examined her about one-half 
year after operation; her menses were then 
normal, not free any more; the mass was of the 
size of an orange; diagnosis, fibromyomatous 
uterus, 

“No fair person can say that I did not employ 
ordinary care and skill. If anything was wrong 
with me, it was too great care in handling this 
case. I have learned from this experience! I 
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have never since tied myself-to any absolute 
diagnosis or any definite operation. I tell the 
people now that there is a condition present, 
may be a fibroid of the uterus, may be a cystic 
ovary, which necessitates an operation in my 
opinion, it has to be left entirely to my judge- 
ment, what I am going to do at the time of 
operation. ... 

“Suit was brought on the ground that there 
was always a fibroid of the uterus present and 
no ovarian cyst, at the time of the first examina- 
tion and at the time of operation; this allegation 
was based on the testimony of Mrs. Dr. Edson; 
it is said that a physician employing ordinary care 
and skill of his profession should have discovered 
that there was a fibroid of the uterus present 
and that a physician who did not discover this 
fibroid of the uterus did not employ ordinary 
care and skill of his profession; this was the 
kind, sworn statement of Mrs. Dr. Edson. 
Damages were claimed ‘for mental worry and 
anguish before an operation, and for pain and 
suffering after operation, the patient being 
sick and sore in bed for three weeks,’ This 


claim was made conjointly by Mrs. Bailey and 


her husband, balm in the modest sum of $40,000 
was asked from the defendant. In the summer 
of 1899 this suit was acted upon before Judge 
John Hunt. It took a whole week; the result 
was a disagreement ot the jury, eight be ng in 
favor of the defendant, four kind jurors were 
inclined ‘‘to give the poor woman a few dollars” 
(statement made to me after the trial by 
jurors. ) : 

“The second trial, a few weeks later, con- 
sumed another week and ended after very short 
deliberation of the jury, in an unanimous verdict 
for the defense. 

‘Motion was made by plaintiff for appeal 
to the Supreme Court, based on the statement 
that “the evidence did not justify the verdict,” 
besides a number of alleged errors of ruling of 
the presiding judge were added. After the 
usual delay, a decision was Handed down by 
the Supreme Court of California, January 5, 
1904, reversing the judgment of the lower 
court. 


“It will not be uninteresting for my confreres 
to know what such a lawsuit may cost. I had 
engaged Dr. Dutsch as counsel, who acted 
very successfully and judiciously in several 
threatened suits against the German Hospital; 
upon the urgent advise of medical friends, who 
were concerned very much about this lawsuit, 
for the medical profession at large, I engaged 
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the late Judge Garber as consulting counsel, 
I had kept an accurate account of every cent 
that | had to pay in this matter, but ‘‘the fire” 
has destroyed these records and I have to give 
a summary from memory as best I can: 


Fee for the consulting lawyer....... $1250.00 
Fee for the acting lawyer........... 1400.00 
Fee for subsequent lawyer, Mr. 

Peixotto, whom I engaged in lieu 

a eee ee eS eee ee 250 .00 
Expenses coincident with the taking 

of the deposition of Mrs. Dr. Edson 


ME Tis DERE a es Fa oes 150.00 
Transcript of Testimony........... 350.00 
Fees to jurors and court stenographers 204.00 
Pree WE TR sk ee ees 60 .00 
Printing of transcript of testimony 

for Depron CORRS oon cbs bra oss 360.00 
a Eee eee Tere re er Ce 40 .00 





$4064 .00 


“The decision of the Supreme Court is final, 
we have to submit to it; but that does not mean 
that a decision of the Supreme Court must be 
correct, free oferror. A fair criticism is necessary 
for the development of medical jurisprudence. 
The gentlemen of the Supreme Court are not 
infallible. There are instances on record where 
the Supreme Court of California reversed itself. 
Courts of last resort are instituted not because 
we believe in their infallibility, but in order to 
exclude as much as possible error in the execution 
of the laws. It may justly be asked that a 
decision of the highest tribunal in the country, 
destined to go down to posterity as ‘“‘Authority,”’ 
be strictly in conformity with the evidence 
furnished at the trial; that the language of it 
be clear; that the argumentation be logic. 

“T have written up this case to arouse interest 
in the ranks of our profession for legal medicine. 
We are altogether too much absorbed in ultra- 
scientific work, and too busy in reporting cases 
or series of cases of difficult operations, of 
latest treatments, etc. But we are acting like 
the proverbial ostrich in vital questions of 
medical jurisprudence; these questions do not 
seem to exist for us. I hope I have contributed 
a mite to arouse some interest in the matter.” 





By frequent feeding every two hours, an 
obstinate biliary fistula may spontaneously 
close. 
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The Prevention and Tues of Abortion. By 
Frederick J. Taussig, A. B., M Lecturer in Gyne- 
cology in the Medical Teeside of Washington 
University, St. Louis. Octavo, 180 pages, 59 illustrations. 
St. Louis, C. V. Mosby Company, 1910. Price $2.00. 


Taussig has written a very practical book on 
a subject which every general practitioner has 
frequent occasion to consider. It is safe to say 
that the prevention 0 abortion, i. e., the threat- 
ened miscarriage, does not receive the attention 
which it deserves. It is also true that the more 
scientific questions involved are not very thor- 
oughly known or appreciated. 

The author has divided his subject into three 
parts as follows: Part I. Covering the general 
considerations, such as the frequency, anatomy, 
pathology, symptoms and diagnosis. Part II. 
Deals with the prevention. Part III. Contains 
a very thorough discussion of the various phases 
of treatment. The author is explicit in his direc- 
tions and never leaves the reader to guess at 
the details. His style is excellent and the 
illustrations are distinctly good. 

It is a pleasure to note the improvement 
shown by the successive works which have come 
from the press of the Mosby Company. This 
book is practically free from typographical errors. 

The book is distinctly worth while and will 
repay purchase and careful study. 


Surgery. Its Principles and Practice. Volume V. 
Edited by W. W. Keen, M. D., LL. D., Hon. F.C. R.S., 
Edin., etc. Per volume, $7.00 net. Philadelphia and 
London: W. B. Saunders Company, 1909. 


The fifth volume of Keen’s Surgery, which has 
just appeared, completes one of the greatest 
medical publications of all time. The prospec- 
tus contained the names of seventy contributors, 
nine tenths of whom were authorities known to 
every medical man. All have fulfilled their 
obligations in a manner which leaves little to be 
desired. The publishers promised five volumes 
of 800 pages each, 4,000 in all, but the com- 
pleted work covers 5,500 pages, an increase of 
over 25 per cent, without any increase in price. 
The work is really a series of monographs on 
the various subjects of surgery, each written by 
a master in the field allotted to him. While 
there are naturally differences in the compara- 
tive excellence of the various chapters, there 
is none the less a high standard throughout, not 
a few of the articles being masterpieces. 

The present volume covers a diversity of 
topics too numerous to cite in detail. The 
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various sections give evidence of most careful 
preparation and all are well illustrated. 

We believe that ‘“‘this system”’ will remain the 
standard for many years to come. 


Modern Surgery: General and Operative, by John Chal- 
mers Da Costa, D. Professor of Surgery and Clinical 
Surgery in Jefferson Medical College, Philadelphia; surgeon 
to the Philadelphia General Hospital; consulting surgeon to 
St. Toseph’s Hospital, Philadelphia; fellow of the American 
Surgical Association; member of the American Philosophical 
Society; Member De La Societe International De Chirurgie; 
member of the Medical Reserve Corps, U.S. A. 

Sixth edition, thoroughly revised and enlarged with 
966 illustratioas, some of them in colors. Philadelphia and 
London: W. B. Saunders Company, 1910. 

The fact that the sixth edition of DaCosta's 
Surgery has made its appearance coincident with 
the advent of 1910 is in itself sufficient proof of 
the confidence and trust placed by the profession 
in the standard works of this ‘well known and 
thoroughly reliable author. Those who supply 
themselves with this volume will not be disap- 
pointed in their purchase. The book is full of 
meat. All who know DaCosta are aware that 
he is not given to argument and prolixity in 
his writing. In this sixth edition he fires straight 
at the mark with either hand and hits the bull’s 
eye every time. 

In short, concise, plain and easily compre- 
hended statements he explains everything per- 
taining to modern general surgery, from the 
extirpation of a carcinomatus stomach to the 
removal of a wart from milady’s finger. No 
subject is too great to be either avoided or 
.lighted by this author, nor yet too small or 
insignificant to be ignored by him. In the 
sixth edition he has again shown himself the 
master, not only of surgery, but of language by 
interestingly treating the entire field of general 
surgery between the covers of one volume of 
1502 pages. 

The work contains 966 illustrations so inter- 
spersed as to cover the entire field and so arranged 
as to show, as well as illustrations can show, the 
difficulties to be overcome and the technique 
necessary to overcome them. 

The book is printed by W. B. Saunders Co., 
on unglazed machine finished book paper of. a 
weight to comport with a 1500 page volume. 
The type is clear and easily readable. The 
engravings are on specially prepared heavy 
enameled paper, showing plainly and clearly 
the most minute lines and tracings. 

Throughout the work DaCosta has handled 
«very department with vigor and skill, all is up- 
to-date to the smallest minutix. It is a monu- 
ment to the author, surpassed by few in the field 
of scientific medical literature. It will prove a 
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gem of great worth to every surgeon who pos- 
sesses himself of it and carefully peruses its 
pages in reference to the cases he has in hand, 
As a text book it is invaluable. As a reference 
book it is complete. It will no doubt meet 
the favor that has been accorded its predecessors, 


Anatomy and Physiology for Nurses. By LeRoy Lewis, 
M. D., Surgeon to and Lecturer on Anatomyand Physiology 
for Nurses at the Lewis Hospital, Bay City, Michigan. 
Second Revised Edition. 12mo. of 344 pages, with 16] 
i‘lustrations. Philadelphia and London: W. B. Saunders 
Company, 191. Cloth, $1.75 net. 

As we would expect this is an elementary 
treatise on anatomy, but is very simply handled, 
in clear and plain language, which should be 
easily understood by nurses or those studying 
the profession. Enough of histology is included 
to give the reader the idea that there is a minute 
structure of the various tissues, and to give him 
a general idea of what it is. There is a final 
chapter on physiology. The book is a handy 
size, well illustrated and the reviewer feels 
would bea valuable one for the place it attempts 
to fill where not the minutie but the salient 
points are necessary. 


Pocket Therapeutics and Dose-Book. By Morse Stewart, 
Jr., B. A., M. D., Fourth Edition, re-written. Small 32mo. 
of 263 pages. Philadelphia and London: W. B. Saunders 
Company, 1910. Cloth, $1.00 net. 


This little book gives a ready reference to 
many facts that enter into the every day life 
of the physician. As its title indicates it gives 
the doses and indication for use of all drugs not 
obsolete. Tables of metric measures and other 
measures used in dispensing drugs are given, 
besides a short treatise on prescription writing. 
Classification of medicines, table of solubility, 
laws of incompatibility, etc. The book should 
be a handy and ready reference. 

Essentials of Histology, with questions following each 
chapter. By Louis Leroy, M. D., Professor of Theory and 
Practice of Medicine, College of Physicians and Surgeons, 
Memphis, Tenn. Fourth Revised Edition. 12mo. of ~~ 


pages, illustrated. Philadelphia and London: W. 
Saunders Company, 1909. Cloth,€$1.00 net. 


The first edition of this compend was issued 
in 1900, and this is the fourth, which shows the 
popularity of the work. 

The essential points of Histology are very 
clearly and concisely stated, making it a valuable 
book for review work. A series of questions 
follow each chapter and an especially valuable 
chapter on technique is added which gives the 
formulas and methods of using the various tissue 
stains, 

The volume is profusely illustrated, with clear 
cuts, thus helping to more strongly impress the 
subject matter upon the mind. 
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Pharyngeal-Esophageal Pressure Diverticula— 
DeWitt Stetten in March Annals of Surgery, 
reviews the operative treatment of sixty cases 
of esophageal diverticulae. Of the sixty cases, 
fifty recovered, ten died. There were 41 cases 
of direct excision with nine deaths. Five under- 
went a preliminary gastrostomy with one death. 
In four cases the sack was invaginated with no 
deaths. In three the sack was excised in two 
stages with no death. In one the mucous mem- 
brane of the sack was destroyed with no death. 
His own method of treatment was as follows: 


PRELIMINARY 


The nutrition of the patient is brought to the 
highest plane possible by tube feeding, nutritive 
enemeta or gastrostomy. The esophagus is 
rendered as near aseptic as possible by strict 
oral hygiene. The teeth should be put in a 
healthy condition and kept rigidly clean. The 
tongue should be scraped and an antiseptic mouth 
wash used frequently. If there is fermenting 
material in the sack, it should be washed out. 
The author is in favor of a preliminary gastros- 
tomy. 


OPERATIVE TECHNIQUE 


The sack is exposed by a free incision along 
the anterior border of the sterno-mastoid, from 
the hyoid bone to the jugulum, Asthese pouches 
usually lie a little to the left of the median line, 
the incision should be made on that side. A 
preliminary skiagram with bismuth paste will 
be a great aid in determining the position of the 
sack, After dividing the Platysma the Omo-hyoid 
and Sterno-hyoid are separated by blunt dis- 
section down to the carotid sheath. The vessels 
and Pneumogastric are retracted laterally with 
the sterno-mastoid muscles. 


The larynx, thyroid gland, Sterno-hyoid and 
Sterno-thyroid muscles are retracted medianly, 
The recurrent laryngeal is usually not seen. 
This brings into view the sack which is liberated 
by blunt dissection, 


. 


The author excised the sack and treated the 
stump similar to the stump of the appendix. 


AFTER-TREATMENT 


Unless a preliminary gastrostomy is present, 
the after-treatment is complicated by the feed- 
ing question. No food should be given per os 
for at least five days. At the end of a week, 
the patient may have all liquids and given 
general diet in from ten to fourteen days. The 
mouth should be kept as nearly aseptic as 
possible, and the patient instructed to breath 
deeply. 

In from ten days to two weeks one may attempt 
careful passage of an esophageal bougie. A 
large size from No. 36 to No. 40 Fr. should be 
used, This should be repeated at first every 
few days and then at gradually increasing inter- 
vals until it is done only every few months, 


Combined Transvesicle and Extra-Peritoneal 
Method for Removal of Stones from the Lower 
End of the Ureter—Realizing the difficulty at 
times, in reaching and removing a stone from 
the vesical portion of the ureter, Max Ballin 
reports a case operated upon by himself by 
what he calls the ‘‘Combined Transvesical and 
Extra-peritoneal method.” 

The case reported gave a typical history of 
renal colic and a radiograph by Dr. Hickey showed 
a stone near the right ureteral opening. The 
bladder was opened supra-pubically and an 
attempt to dislodge the stone either upward 
into the ureter or downward into the bladder. 
Failing in this, the operator made a second 
incision parallel to and one inch above the 
middle of Poupart’s Ligament through skin, 
facia and muscle and down to the peritoneum, 
By blunt dissection by gauze sponge the peri- 
toneum was pushed down and in until the stone 
imbedded in the ureter could be raised into the 
wound by an assistant’s finger in the bladder 
through the supra-pubic opening. The removal 
of the stone through the opening in the ureter 
became then an easy matter and the operation 
was finished with drainage of both ureter and 
bladder.—Surgery, Gynecology and Obstetrics. 
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NEUROLOGY AND PSYCHIATRY 


Conducted by 
GEO. M. KLINE, M. D., Ann Arbor, Michigan 


Syphilis and Insanity—.\ study of the Blood 
and Cerebro-Spinal Fluid. A. J. Rosanoff, 
M. D., and John I. Wiseman, M. D., Amer. 
Journ. of Insanity, Jan. 1910—The Wasser- 
mann reaction, Noguchi’s butyric acid reaction 
for syphilis, and the findings controlled by a 
cytological examination of the cerebro-spinal 
fluid, were carried out in a series of 409 cases. 

The technique of Noguchi’s butyric acid 
reaction for syphilis—applied to the cerebro- 
spinal fluid, is quite simple. To 0.2cc. of cerebro- 
spinal fluid, 0.5cc of a 10% solution of butyric 
acid in normal salt solution, is added. The 
mixture is then heated until it boils. While 
hot, 0.lcc. of a normal solution of sodium hydrox- 
ide is added and the mixture again boiled. The 
appearance of a finely granular or flocculent 
precipitate, which settles in a short time, indi- 
cates a positive reaction. If no precipitate 
forms or a diffuse opalescence develops which 
does not subside on standing, the reaction is 
negative. A slight contamination of the cere- 
bro-spinal fluid with blood does not interfere 
with the test. 

Noguchi’s modification of the Wassermann 
reaction was employed. The reactions are 
fully described. Of much value are the author’s 
conclusions, which are as follows: 

1. The regular absence of lymphocytosis, 
of the Wassermann reaction, and the butyric 
acid reaction in psychosis with a basis of arte- 
rio-sclerotic disease known to be the result of old 
syphilitic infection, indicates that these con- 
ditions are to be regarded as sequele of syphilis, 
and that the syphilitic process itself is in cases 
of these conditions already extinct. 

2. In general paresis either the Wassermann 
reaction or Noguchi’s butyric acid reaction is 
invariably found—and most frequently together; 
no doubt of the essential dependence of general 
paresis upon syphilitic infection can any longer 
be entertained. 

3. Inasmuch as the Wassermann reaction 
and the butyric acid reaction seem to indicate 


syphilis only when it exists in an active or 
potentially active form, their regular occurrence 
in general paresis would tend to prove that that 
disease is a manifestation of active syphilis, of 
activitity of the spirocheta pallida; while the 
evidence for this view is not yet complete, it 
is sufficient to justify its being used as a basis 
of therapeutic essay. 


4. Inno other common psychosis does either 
the Wassermann reaction or the butyric acid re- 
action occur with any regularity or even with 
special frequency; the relation of syphilis to 
these psychoses is that of a complication by 
accidental coincidence. 

5. From the standpoint of diagnosis cytolo- 
gical examination of the cerebro-spinal fluid 
is an indispensable aid in the practice of psy- 
chiatry; with the further aid of the Wasser- 
mann reaction and Noguchi’s butyric acid 
reaction the diagnosis of general paresis can be 
either established or excluded with practical 
certainty. 


A Case of Pure Word-Deafness with Autopsy. 
Albert M. Barrett M. D., Journ. of Nervous 
and Mental Diseases, Feb. 10—Too often in 
speech disturbances a satisfactory clinical exam- 
ination has been neglected much to the detri- 
ment of any later study of the brain. In the 
writer’s case of sub-cortical auditory aphasia, 
a thorough clinical study had been made, 

Patient showed clinically a total deafness for 
words spoken, but gave attention to sounds. 
There was an inability to recognize meaning of 
sounds heard and to repeat words. Spontaneous 
speech was retained; objects seen were correctly 
named, and reaction of things felt was good. 
He was able to read printing and writing and 
spontaneous writing and drawing ability was 
retained. 

The brain was studied by the method of 
serial sections, the lesion being exactly determined 
by reconstruction. In this way was shown the 
distinction of a considerable area of cortex in 
the left first and second convolutions, with 
preservation of the transverse convolution on 
the dorsal surface—the receiving station for 
the auditory radiations. The writer concludes 
that pure word deafness is the result of the 
isolation of the receiving station in the trans- 
verse convolutions of the left hemisphere by 
an anatomical lesion affecting its fiber relations 
with the internal geniculate body. 
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